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RECENT ADVANCES IN MALARIAL 
THERAPY 

During World War II, some 
{merican soldiers contracted malaria and it 
s estimated that almost 10,000 of these con- 
inue to relapse at the present time. The 
‘eterans Administration is_ striving to 
lear up all service acquired malaria by the 
nd of 1949. Their records indicate that 
he general treatment given by the fee 
asis physicians has been by the use of ata- 
rine (quinacrine). This drug, of course, is 
ot curative. During the war, the extensive 
esearch program in the search for new 
1emical produced significant results and 
iscovered invaluable information in regard 
» the administration of the older drugs. 
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The diagnosis of malaria is definitely, 
stablished only by the demonstration of 
arasites in the peripheral blood, and the 
nportance of making this demonstration 
efore embarking upon antimalarial chem- 
therapy cannot be overemphasized. 


Extensive studies with antimalarial drugs 
ive demonstrated the superiority of chloro- 
“ine over quinine, totaquine, and atabrine, 
id this drug is recommended as the agent 
choice in the routine treatment of acute 
jisodes of vivax malaria. In therapeutic 
iounts, no significant toxicity has been 
cribed to the drug. Occasionally, transient 
uritus may occur but this symptom usual- 
disappears after 12-18 hours despite con- 
ued medication. In some patients urti 
a transient erythematous eruptio 

iv occur, but these signs ar “no majo) 
“dc significance. Chloroquine does not pr‘ 
ce any discoloration of the skin even afte 
olonged therapeutic or suppressive medi- 
tion. Intensive daily therapy for months 
s resulted in the development of a liche) 
inus like eruption in one volunteer. Total 
ses of chloroquine from two to four times 
recommended therapeutic doses may 
oduce blurred vision, and difficulty in ac- 
nodation to near and far vision, in some 
tients. Such doses are not advised and are 


necessary for effective’ therapy. This 


drug is marketed in 0.25 gram tablets of 
aralen diphosphate, a commercial prepara- 
tion (Winthrop). The following schedule of 
therapy is advocated: Give an initial dose 
of two tablets. Repeat in four hours. The 
next morning two more tablets are given 
and this is repeated on the next two co 
secutive mornings. Thus a full course 
therapy consists of 10 tablets (0.25 gram 
each) of aralen diphosphate in a total of 
four days. 

lf choroquine is not available, atabrine is 
recomemnded as the second choice. The sug- 
gested schedule for the latter is: An initial 
dose of 0.4 gram is given. In six to eight 
hours give 0.3 gram and repeat after a1 
other six to eight hours. On the second d 
0.1 gram is given three times dail\ 
meals, and this is continued for six 
until a total of 2.8 grams have bee 
ministered during seven days. 


Quinine is not recommended in 
ment of vivax malaria unless « 
not available and the skin o1 
vous system of the patient is hype 
to atabrine. 


Treatment with chloroquin 
tive, and approximately 8&0 
tients with Pacific vivax 
lapse within 120 days afte) 
ever, the interval before 


‘antly longer thai 


approxima 
and 50 davs aft 
rine respectively. In som 
peated attacks will 
ot two or three vears. 

Studies with combined 
(plasmochin) treatment 
malaria conducted dui 
strated conclusively 
definitely cures in at least 90 
cases. Unfortunately this forn 
has certain limitations whic] 
principally to the potential 
mochin. There is evidencs 
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serious toxic manifestation of plasmochin, 
namely, severe hemplytic crises, occurs 
more frequently in pigmented races than 
in white patients. It should therefore be 
given only to white patients. The advised 
procedure is as follows: At 8 a.m., 4 p.m., 
and at midnight, quinine sulfate 0.6 gram 
and 0.02 gram plasmochin naphthoate, are 
given together. Both drugs are given at the 
same time in the doses listed above and 
medication is continued at eight hour in- 
tervals for 14 consecutive days. The full 
course of therapy consists of 25.2 grams 
quinine sulfate and 0.84 grams plasmochin 
naphthoate. The patient should be hospital- 
ized during therapy, his blood should be 
typed on admission, and arrangements 
should be made to have suitable blood avail- 
able for transfusion if it should be needed. 
There is no way at present of anticipating 
a serious hemolytic crisis. The patient 
should be seen twice daily and _ clinical 
symptoms or signs of severe anemia sought 
for. The hemoglobin should be determined 
daily. If it falls 20 per cent or more on each 
of two consecutive days, treatment should 
be discontinued. If severe hemolysis is dis- 
covered, treatment with whole blood trans- 
fusions and intravenous fluids should be 
started at once and be continued until the 
reaction has been controlled. Cyanosis as a 
result of methemoglobinemia may be seen, 
but this is not an indication for discontin- 
uance of therapy. Likewise, abdominal 
cramps of varying seve ity occur frequent- 
ly, but these usually disappear or become 
less troublesome without interrupting ther- 
apy. During the first week of treatment, 
leukocytosis is common and in the second 
week leukopenia may occur, but these 
changes are usually of no clinical signifi- 
cance. 


tecently combined quinine-pentaquine or 


quinine-iso-pentaquine therapy has_ been 
shown to be more effective in the cure of 
vivax infections than plasmochin and less 
toxic than the latter. However these drugs 
have the potential toxic properties of plas- 
mochin, and they should be employed with 
the same general precautions. Clinical trials 
have resulted in cures of 90 to 100 per cent 
of patients treated. Under proper observa- 
tion and with adequate laboratory facilities, 
pentaquine and iso-pentaguine may be ad- 
ministered to outpatients. At present, the 
schedule of treatment recommended is the 
simultaneous administration of 0.6 gram 
quinine sulfate and 0.01 gram pentaquine 
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or iso-pentaquine base at eight hour inter- 
vals for 14 consecutive days. 


(The above information was abstracted by J. W. Morrisor 
M.D., from the Veterans Administration Technical Bulleti 
TB-10-47, dated August 4, 1948.) 





INTELLECTUAL OFFENSIVE 

If being alerted helps to prevent disaster, 
if a good intelligence service helps to wit 
a war, why not employ the same agencies 
in an all out civilian offensive against th 
threat of socialized medicine which, if no 
prevented, will do more harm than all the 
wars put together. All wars come to a) 
end. So-called social reforms, carryin;: 
stipends take on the habiliments of immor- 
tality. But like “wolves in sheep’s clothing 
they raid society and feed upon honor an 
integrity. Of all alleged social  securit 
measures government medicine is the mos 
destructive. 

To the medical profession this is a mat 
ter of knowledge. But the medical profes 
sion alone cannot stop the Truman-Ewin 
program. Yet the knowledge now in th: 
hands of the doctors, if widely disseminate 
and properly employed, is sufficient t> 
knock the Ten Year Prescription into 
cocked hat. Now is the time to strike at this 
vicious threat. Prevention is feasible. Re«- 
peal is next to impossible. Eighty per cel 
of Great Britian’s doctors voted not to co- 
operate. The Health Act was placed in o}- 
eration and these same unhappy doctors 
found compliance their only recourse. 

Britian with a long history of heavy ta»- 
ation was not without warning. Even the 
great Dr. Samuel Johnson in his Dictionary 
of the English Language, 1799, gave the 
following definitions: 

“Pension—An allowance made to anyone 
without an equivalent. In England it is gen- 
erally understood to mean pay given to a 
state hireling for treason to his country.” 

“Pensioner—A slave of state, hired by a 
stipend, to obey his master.” 

Already there are many pensioners in the 
United States. Apparently they heard their 
master’s voice on November 2. It is time 
for every member of the medical profes- 
sion to consider the welfare of his people. 
They must know what medicine is doing 
and can do for them and why it costs more 
than calomel and quinine and that it still 
costs less than beefsteak, automobiles and 
television. The doctor’s people are Uncle 
Sam’s people; if the President and Jr. 
Ewing are so interested in their welfare 
why do they not meet some of the more co ‘t- 
ly more constant needs. 
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Doctors must show the people the real 
meaning of this adroit move on the part of 
the administration to enslave them and to 
entail their votes. 


The doctors and the people must let the 
awmakers know that more than anything 
Ise they want to remain free. If they pur- 
ue this course it is reasonable to believe 
hat an enlightened congress will hold the 
Administration in line. The voters stay at 
1ome and call their family doctors when 
hey are sick. The lawmakers know that 
mly the voters can return them to office. 
f we can convince them that our aims are 
audable; we have only to let them know 
vhat we want. 

When this reaches the reader there will 
e no time to lose. Doctors must carry the 
iews. The safety of your people depends 
pon what you know. The people are about 
) surrender. National freedom is at stake. 
(;assed-up motors make it possible for you 
io outstrip Paul Revere. Consult your con- 
science, coax your cortex, press the starter 
ind get going before your freedom is gone. 
‘his is something you would not dare do 
ifter your contract is signed, your direc- 
tives issued and the fine print government 
bulletins on your desk. 


No, after this is done the bureaucrats 
\ouldn’t like it. You will find the price has 
heen paid, you have been sold down the 
1iver, you are chattel, you must behave like 
chattel. There is no human failure in the 
history of the race so degrading to the 
members of a profession as a five-day, 40 
hour a week job under bureaucratic orders. 

One crowded day of glorious freedom is 
worth an age of groveling serfdom. 





SPEAKING OF TRANSFUSIONS 
Looking back nearly 300 years, old Pepys 
gives us a transfusion from the veins of the 
Royal Society. Much good blood goes to waste 
because we do not know our history. 


Carter' in the Glasgow Medical Journal 
says: “At the Royal Society (and Pepys at- 
tended its scientific meetings frequently 
though there are few references to him in 
its records), in November, 1666, he saw a 
transfusion experiment, ‘a pretty experiment 
0 the blood of a dogg let out, till he died, 
into the body of another on one side, while 
a'! his own run out on the other side.’ The 
inst died but the other ‘very well and likely 

do well.’ They wondered what would be 

e effect if the blood of a Quaker was let 
into an Archbishop, but Dr. Croone (the 
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original Croone of the Croonian lectures) 
thought it may be of use to man’s health ‘for 
the amending of bad blood by borrowing 
from a better body.’ Next year he records 
that the coliege had hired a man to have 
some sheep’s blood let into his body. It was 
proposed to let in about 12 ounces, and ap- 
parently it was done and the man was no 
worse. Indeed he said he felt better for it, 
though Pepys wrote him down as being 
‘cracked a little in his head.’ ” 

1. Carter, H. 8., M.D., D.P.H Samuel Pepys and His 


Diary: A Digression, Mainly Medical. Glasgow Medical Journal, 
29:6:212 (June) 1948 





RETROPUBIC PROSTATECTOMY 

Like operations upon many other parts 
of the human body, there has not been de- 
veloped an ideai method for the removal of 
the prostate gland for vesical neck obstruc- 
tion. 

The generally accepted methods of remov- 
al or partial removal of the prostate gland 
have been three in number. The suprapubic 
with its higher mortality and longer mor- 
bidity, a technique which does not seem ra- 
tional, as it requires an approach through 
the vesical mucosa twice to reach a gland 
that lies wholly outside of the biadder. The 
transurethral resection which at best only 
removes a portion of the gland and often 
requires more than one operation with the 
always present danger of postoperative hem- 
orrhage. The peritoneal route requires one 
with experience to be satisfactory although 
it is probably the best technique for radical 
dissection in carcinoma of the prostate gland. 

Mr. Terance Millin, the London urologist, 
has described an operation that he terms 
“Retropubic Prostatectomy” which answers 
better than any other technique the problem 
of the satisfactory removal of the prostate 
gland. 

In this technique a suprapubic incision is 
made, the peritoneum and bladder are re- 
flected, a transverse incision is made through 
the capsule of the gland, outside of the blad- 
der and the adenoma enucleated. Hemostasis 
is important which is easily accomplished 
and the entire operation is under direct vis- 
ion. A Foley retention catheter is inserted 
into the bladder and the capsule of the gland 
closed over the catheter. 

Grant and Lech (Annals of Surgery, Vol. 
127, No. 5) in this country describe the op- 
eration in detail and report 95 cases with 
no mortality, no fistula, no incontinence, and 
no loss of sexual potency. 

This may be the answer to the urologist’s 
prayer! 
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RESPONSIBILITIES OF THE GENERAL PRACTITIONER FOR 
THE CARE OF THE PSYCHIATRIC PATIENT * 





JACK R. EWALt, M.D.** 


GALVESTON, TEXAS 





At this moment, there are in the United 
States approximately 1,100,000 patients ill 
enough to occupy hospital beds. Of this 
number in excess of 625,000 are suffering 
from nervous and mental diseases serious 
enough to necessitate their isolation from 
the public, and their retention in a hospital. 
In addition to this, there are many patients 
who suffer from the so-called minor reac- 
tions or psychoneuroses who are occupying 
some of the 600,000 general hospital beds 
plus the large number warming chairs in 
your waiting rooms while you are attending 
conventions. In spite of this numerical dis- 
tribution of case material, of all the physic- 
ians in the United States today, oniy 4,000 
are practicing psychiatry and about half of 
these are employed in the large public own- 
ed hospitals for the chronically ill. This 
means that for the present, the bulk of the 
burden of the care of these patients must 
rest with the general practitioner. Failure 
to meet this problem will drive ever in- 
creasing numbers to the irregular practi- 
tioners. The purpose of this paper is to sug- 
gest ways of detecting these illnesses in 
their formative stages and to suggest some 
ways of effective management of them. For 
purposes of clarity, the patients will be di- 
vided up into several categories. 

The most important group of patients are 
the psychoneurotics, those individuals who, 
meeting life’s situations that are too diffi- 
cult for them to master in terms of their 
own inheritance, their own education and 
their own philosophy of life have resorted 
to physical complaints to assist them in the 
solution of their problem. You are all aware 
of their presence; most of you have little 





*Presented before the General Session at the Annual Meet- 
ing of the Oklahoma State Medical Association May 17, 1948. 

**Professor of Neuro-Psychiatry, University of Texas, Med- 
ical Branch, and Director, Galveston State Psychopathic Hos- 
pital, Galveston, Texas. 


difficulty in detecting them among your of 
fice clientele, and some of you speak of then: 
rather disdainfully as “the good old neu- 
rotic,” yet, probably all of you have profite: 
at least to some degree from injections o° 
sodium cacodylate or various unnecessary 
high priced vitamin preparations, which you 
have squirted into them. 

The proper management of the neuroti: 
patient begins with the physician’s basi: 
attitude toward any and all patients wh») 
enter his office. Most of us assume that we 
examine each patient without bias or preju- 
dice. Yet, in spite of this assumption on our 
part, we are all human beings and tend to 
examine patients for manifestations of ce?- 
tain types of disorder that we are particu- 
larly interested in. The best insurance 
against leading questions is to allow the pa- 
tient to talk freely concerning his complaint 
or complaints when he first comes into the 
office and confine most of our questions to 
“when,” “how,” “where,” and “why.” Hav- 
ing allowed the patient to outline his com- 
plaints, then a little judicious question- 
ing will present the evolution of the present 
illness. In many neurotic patients one will 
be impressed by the multiplicity of the com- 
plaints, their shifting character, and _ ir 
many instances, their unphysiologic nature, 
but in many others the complaints will close- 
ly simulate on organic disorder. Even though 
you feel certain that the basic difficulty ‘s 
that of a neurosis, the original physical and 
laboratory studies should be extremely com- 
plete. This has two values; in the first place, 
the mere presence of a neurosis does not 
give an immunity to some somatic distur)- 
ance any more than the somatic disturbances 
makes a neurotic component untendable n 
the diagnostic evaluation. Furthermore, the 
patient will be impressed by the thoroug'i- 
ness of the physician, and the physician a+ 
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sures himself that no serious somatic path- 
ology exists with the neurosis. If somatic 
pathology is encountered this should be ex- 
plained to the patient and the symptoms that 
he complains of explainable on this basis 
should be so evaluated. The additional com- 
plaints, if present, should be evaluated on 
the functional basis; that is, on a neurotic 
hasis, providing that is your final conclusion. 
|‘or example, we recently had a man to come 
in who gives a _ prolonged history of 
innumerable neurotic complaints and he al- 
<0 complains of epigastric pain and gastro- 
intestinal disturbances strongly suggesting 
partial obstruction. The patient had been re- 
erred to us by an internist as having a 
»sychoneurosis and insofar as the diagnosis 
vent it was absolutely correct. Gastro-intes- 
tinal studies however revealed the patient 
elso had a diaphragmatic hernia with part 
cf the gut shoved up into the pleural cavity 
end upon relieving this the obstructive 
symptoms disappeared, leaving the neurotic 
complaints to be handled by psychothera- 
j}eutic methods. If the physician can train 
lis own attitude to the point that he re- 
gards neurotic complaints on the same basis 
end of equal value to the somatic complaints 
the patients will come to accept the condition 
the same way. For example if a patient 
enters complaining of gastro-intestinal dis- 
turbances and all the studies, both clinical 
end laboratory, show the gastro-intestinal 
function to be disturbed in terms of anxiety 
and tension and the incident autonomic im- 
balance, and not due to a structural change, 
the patient will often ask why he has pain. 
This can be explained to them in terms of 
muscle tension and gut spasm, secondary 
to the autonomic imblance. We usually give 
the patient an explanation in terms of fear 
and flight reaction using as many of the pa- 
tient’s.own words as possible. The patients 
are usually able to follow this explanation 
which takes a surprisingly short period of 
time once one becomes adept at it and has 
the full attention of the patient. The pa- 
tient is then able to accept his pain as being 
genuine, but secondary to some cause other 
than structural lesions of the gastro-intes- 
tinal tract. The patient is then told that the 
problem remaining for him and the physic- 
ian is to find what gives him the anxiety 
and tension. He is also reassured concerning 
tie immediate seriousness of his problem 
aid told that when he feels the pain he is 
to divert his attention to things other than 
his body function. He is told that getting ex- 
cited about his symptoms make him more 
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tense, aggravating the symptoms and thus 
giving him more to worry about. In many 
instances we give them small doses of 
phenobarbital or belladonna, always with 
the explanation that this is to relieve the 
nerve tension and the patients are repeated- 
ly reassured that this is not for the stom- 
ach itself. The physician defeats his pur- 
pose if he spends 30 minutes explaining to 
the patient there is nothing structurally 
wrong with his stomach or bowel, that it is 
all due to nervous tension, and then as the 
patient is ready to leave gives him a pre- 
scription, saying “Here is a little something 
for your stomach.” The therapy in the neu- 
rotic patient up to this point is the obli- 
gation of the general practitioner and 
should be managed by him. As to whether 
the general practitioner wishes to take the 
time and gain the additional skills to carry 
the patient beyond this point is a matter that 
rests with the practitioner. If, in eliciting 
the history, or if the patient tells him of 
some maladjustment in the social or eco- 
nomic sphere which he can relieve for the 
patient through his knowledge of the work- 
ings in the community he probably will 
bring about the cure himself. If, as in some 
instances, the difficulty is based on the faulty 
attitude toward the sexual function on the 
part of one or both partners or due to some 
clumsiness in technique the physician may 
again be able to advise the patient and elim- 
inate the difficulties in a fairly brief man- 
ner. In some cases, however, it will be found 
that these superficial difficulties do not exist 
and that the patient’s attitude is apparent- 
ly a deepseated one based on unconscious 
mechanisms. The latter cases should prob- 
ably be referred on to psychiatrists. In these 
cases however the physician has_ gained 
much by his efforts to relieve the patient 
and the patient goes on to the psychiatrist 
with a much better attitude towards his 
problem and will save the psychiatrist in- 
numerable hours in trying to sell the pa- 
tient on the functional nature of his illness. 
In a large University Clinic, such as the 
one I am associated with, we have a great 
many patients who are being handled by two 
or more services simultaneously. It is not 
uncommon for us to be treating a patient 
for neurotic factors while the Chest Service 
takes care of the patient’s tuberculosis. In 
other instances patients may have derma- 
tological lesions of a non-psychogenic nature 
or may have illnesses such as diabetes, heart 
difficulties and so forth in which the ap- 
propriate service takes care of the somatic 
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pathology while we attempt to manage the 
functional aspect of the disorder. We have 
had several interesting patients suffering 
from asthma which have been handled con- 
jointly by the allergists and the psychia- 
trists with much better efficiency than either 
of us could have handled the patient alone. 
Here again, the general practitioner with 
his broad grasp of the overall medical pic- 
ture is often much better suited to handle 
patients whose difficulties are on a fairly 
superficial level than the specialists sur- 
rounded by all the mysterious paraphernalia 
of a large teaching center. Others of you 
living in more remote areas may not have 
psychiatrists handy to whom you may re- 
fer your patient and some individuals lack 
the funds to travel several hundred miles 
and stay a matter of several weeks in a hos- 
pital or hotel while making office visits to 
trained psychotherapists. In those instances, 
I think the general practitioner will find it 
worthwhile to gain some knowledge of the 
pentothal or sodium amytal technique. These 
will often aid in uncovering deepseated ma- 
terial which the patient has not been willing 
to face. I believe that the practitioner need 
have little fear that he will dig out material 
that he is unable to handle. While it is 
possibly true that in an occasional patient 
a panic may be precipitated, in far more 
patients you will be unable to get any inter- 
esting material, but the confidence developed 
and the dependence of the patient on you 
will bring much relief of the symptoms. In 
time you will come to realize that much of 
the value of your therapy in any patient is 
the fact that the patient has formed strong 
emotional ties to a stable, knowledgeable, 
dependable person, whom they in_ effect 
“climb up on” as they attempt to gain 
greater emotional maturity. 


Another large area of activity for the 
general practitioner is in the field of the 
organic reactions. It should be remembered 
that between 35 and 40 per cent of all men- 
tal patients have their pathology on the 
basis of an organic disease of the brain. 
The general practitioner can handle most 


of these patients if they are seen early 
enough, and if the condition is recognized 
for what it is. The commonest early sign 
of an impending organic state is the begin- 
ning of irritability and other signs of emo- 
tional instability peculiar to that individual. 
The family of the patient usually notice 
that his personality has become changed 
in such ways as a decreasing sense of re- 
sponsibility, development of various little 


January, 1949 


anti-social habits not present in the patient 
before, disturbance in memory and defects 
in judgment. As an example of this: I re- 
cently saw a cattle man who was brought by 
his wife for the following reasons. He had 
been previously a very moral person and 
recently he had taken to running around 
with young women in a very open and 
flagrant manner. The wife was somewhat 
concerned about this, but she decided there 
was something really wrong when she dis- 
covered that he had bought 80 head of 
thoroughbred Hereford cattle, supposedly 
pregnant. When they were brought to the 
ranch and examined by the ranch hands it 
was found that all of the cattle were “can 
ners.” Since the patient had amassed a size 
able fortune in the cattle business, the wife 
decided there was something  seriousl) 
wrong with him. It proved to be an earl 
arteriosclerotic reaction with some _ brai 
atrophy. 

The management in these cases consist: 
in running down the pathology. If the con 
dition proves to be beginning senility 0 
arteriosclerosis with beginning brain chang 
es on that basis, little in a curative way) 
can be done. Many of these patients ar 
helped by large intakes of vitamins, carefu 
attention to diet and the use of some typ: 
of cerebral vasodilator. The best one in ow 
experience has been nicotinic acid, 400 milli 
grams per day, but such things as stellat: 
ganglion block, t.i.d. ingestion of an ounce 
of whiskey and CO, inhalations have also 
been recommended and are of some benefit 
If the organic basis proves to be genera 
paresis or vascular neurosyphilis, the gen- 
eral practitioner can treat this with peni- 
cillin as well as the specialist. The total! 
dose is still a matter of some argument but 
doses in the neighborhood of 8,000,000 to 
10,000,000 units are probably indicated. In 
our experience the intramuscular route is as 
effective as any other and in my opinion 
preferred to the intrathecal route. 

Presence of a brain tumor, of course, 
necessitates referral to the neuro-surgeon. 

The other types of organic reactions prob- 
ably will require the services of a specialist 
but since the vast bulk of them are brought 
about by the vascular disease, senility an: 
syphilis of the nervous system, the genera! 
practitioner can relieve the overburdene! 
psychiatric facilities of the country of 4 
large proportion of these three categories 
of organic patients. 

Another large group of mental reactions 
seen by the general practitioner will be th 
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toxic or delirious states. Most of these will 
be due to injudicious use of sedatives or al- 
cohol, but some of them will be due to 
severe infectious disorders, such as pneu- 
monia or peritonitis, and others due to thy- 
roid dysfunction, renal failure or cardiac 
decompensation. These cases always start 
with periods of confusion and apprehension, 
followed by vivid hallucinatory experiences. 
The patients are fearful, excitable and in- 
terpret routine happenings as_ threats 
against their life. They appear to be grossly 
psychotic. Great skill in nursing care is re- 
quired in these patients. All nursing and 
medical procedures should be carefully ex- 
plained to the patient in advance. His room 
should be kept cheerful and well lighted as 
they tend to misinterpret shadows or dirty 
spots on the wall, as threatening objects. 
The patient should be protected from falls 
from windows or stairs if he attempts to 
ascape from his tormentors. Rooms with 


protective screens are helpful, but in their 
absence special nurses or members of the 
patient’s family can often keep the patient 
reassured and quiet. A judicious use of 
sedation directed toward making the pa- 
tient rest and sleep at night is an important 


measure. In our hands paraldehyde and the 
yuick acting barbitals are the drugs of 
choice. It is extremely important that the 
patient be well nourished and have suf- 
ficient fluid intake. If these are not taken by 
mouth the patient should be sedated and 
then given a gastric feeding. Gastric feed- 
ing, because of the protein content that can 
be included, is preferred to the usual veno- 
clysis of saline and glucose. In patients 
showing any sign of circulatory failure or 
oxygen lack, oxygen inhalations will be of 
great help in improving the mental proces- 
ses. All toxic patients are given large doses 
of mixed vitamins parenterally as deficiency 
states play some role in producing the de- 
irium. In addition to these general suppor- 
ive measures, the source of the toxic state 
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should be found and removed or alleviated 
as much as possible. 

The major psychoses such as _ schizo- 
phrenia and the manic depressive diseases 
are strictly cases for the specialists. The 
family doctor recognizing these _ illnesses 
should refer their patients as promptly as 
possible as treatment is most effective in 
the early stages of these diseases. 

As a further step in managing these pa- 
tients, the physician in general practice 
should encourage the general hospital to 
place certain facilities into their hospitals 
which will make it easier for them to handle 
their organic patients and the toxic or de- 
lirious reactions. These facilities require 
very little in addition to the ordinary stan- 
dard hospital construction. Most important 
is to equip four or five rooms per hundred 
bed hospital with sound proofing materials 
which can be made an integral part of the 
room decorations and not distinguishable by 
any other than an experienced or trained 
architect. Detention screens should be placed 
on the window to prevent suicidal patients 
from jumping out and these should be of 
the type not readily distinguishable from 
any other type of window screen. These 
rooms can be then used for ordinary pa- 
tients unless they are needed for psychiatric 
patients. If a psychiatric patient enters and 
is disturbed or noisy, the patient can be 
confined to his room with a special nurse, 
or with frequent visits from the regular 
nursing staff. Expensive hydrotherapy 
equipment is unnecessary. 

Another important phase is_ refresher 
courses for physicians, internes and nurses 
with emphasis on the management of these 
patients in the daily routine of medical 
practice. The training of our _ students 
should emphasize the recognition and man- 
agement of the early psychiatric problem. 
Only by great effort and cooperation of all 
the practitioners of medicine can we even 
begin to cope with the large numbers of 
psychiatric problems. 


National Foundation for Infantile Paralysis announe 
es fellowships in all fields of research, physical medi 


cine and public health. 


Applications or information 


should be addressed to the National Foundation for In 
fantile Paralysis, 120 Broadway, New York 5, N. Y., 


at any time during the year. 
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Pulmonary involvement is a frequent find- 
ing in Hodgkin’s disease. Vieta and Craver" 
demonstrated intrathoracic involvement in 
88 percent of cases which came to autopsy. 
Lesions have been demonstrated roentgeno- 
graphically in a somewhat smaller percent- 
age. Pierce’, in 1936, reported pulmonary 
involvement in 38 percent of cases studied. 
In 1944, Walpaw, Higley, and Hauser® re- 
ported a series of cases showing  intra- 
thoracic involvement in 63 percent of cases 
studied. 

Hodgkin’s disease arising primarily in the 
pulmonary tissues is rare‘. Careful exami- 
nation will usually reveal enlarged nodes 
elsewhere. 

Classifications of the lesions may be di- 
vided into (1) mediastinal, (2) paren- 
chymal, and (3) pleural. This classification 
is arbitrary and most cases show more than 
one type of invasion; however, one type is 
usually predominant. The degree of involve- 
ment is usually greater than clinical symp- 
toms would suggest, and not infrequently 
lesions are found with no clinical symp- 
toms. For this reason a chest film should 
be made at fairly regular intervals in all 
cases of Hodgkin’s disease. 

The mediastinal nodes are more frequent- 
ly invaded than the other pulmonary struc- 
tures. Any of the lymph nodes from the 
peritracheal region to those about the major 
bronchi may be involved. 

Usually a discrete localized shadow is not- 
ed on the roentgenogram; however, if sever- 
al nodes are involved the shadow may be of 
considerable size and appear lobulated. 
Without a complete history and physical 
examination these lesions may not be dif- 
ferentiated from the other mediastinal tum- 
ors, roentgenographically. 

These nodes are usually in the middle 
mediastinum and must be_ differentiated 
from aneurysm, substernal thyroid, tuber- 
culous glands in children, the leukemias, 





*From the department of Radiology (John E. Heatley, M.D., 
Director), University Hospitals, University of Oklahoma School 
of Medicine. 


lymphosarcoma, and sarcoid. Dermoids and 
lipomas are usually in the anterior medias- 
tinum and neurofibromas in the posterior 
mediastinum. Fluoroscopic examination may 
show an expansible pulsation and aid in the 
diagnosis of aneurysm. Likewise, calcium 
deposits are often present in aneurysm and 
dermoids. History and physical examina- 
tion, plus tuberculin test, aid in ruling out 
substernal thyroid and tuberculous nodes. 


The leukemias may usually be differen- 
tiated by blood count. Lymphosarcoma is 
very similar to Hodgkin’s and often re- 
quire biopsy for differential diagnosis. Like- 
wise, node biopsy or biopsy of a skin nod- 
ule will rule out sarcoid. At times a “ther- 
apeutic test” of roentgen therapy may be 
used. A dose of about 800 roentgens is given 
to the area. If the lesion is due to Hodgkin’s 
disease, the nodes will most always regress 
somewhat in size while other lesions will 
show no change. Tuberculosis should be 
ruled out before roentgen therapy is given. 

Case 1: B. C., a 53-year-old white female, 
who was first seen in April, 1944, complain- 
ing of cough and extreme dyspnea. Patient 
stated she noted some swelling in the right 
axilla in June, 1943. A few months later 
there was a slight swelling in the left axil- 
la. In January, 1944, patient began cough- 
ing and soon noticed some dyspnea. These 
symptoms were progressive. Patient stated 
she had lost 50 pounds in the past year. 
Examination showed moderate enlargement 
of glands in both axillary regions and no 
other physical findings. Chest films show- 
ed marked widening of the mediastinal! 
shadow, which is fairly typical of medias- 
tinal involvement. (Fig. 1.) A biopsy of an 
axillary node was diagnosed as Hodgkin’s 
disease. The patient was given x-ray ther- 
apy, 800 roentgens to each axilla and 80 
roentgens to two anterior chest fields, di 
rected to the mediastinum. The lesions re- 
gressed almost completely and patient wa: 
symptom free for nine months at whicl 
times nodes appeared elsewhere. 





January, 1949 


Parenchymal involvement is the second 
most common type and may present itself 
in various forms. The lung parenchyma con- 
tains many lymphatic vessels and lymphoid 
collections. These may be invaded in various 
manners. There may be a direct invasion 
from a bronchial node into the parenchyma, 
by the lymph channels following the bronchi 
and vessels, and produce a rather dense 
shadow which may very closely simulate 
carcinoma of the lung. At times the bron- 
chial wall may be infiltrated and produce 
an ulceration within the bronchial lumen. 
This may appear as carcinoma by broncho- 
scopic examination and biopsy will show 
Hodgkin’s disease. At other times the lumen 
may be obstructed by granulation tissue 
and produce atelectasis. Another form oc- 
curs when the lymphatic invasion from the 
hilas is in a linear manner. This form may 
appear as bronchitis or lymphatic type of 
metastasis. Not infrequently the disease 
may infiltrate the collection of lymphoid cells 
at the branching of the bronchi and pul- 
monary arteries. These produce fairly well 
circumscribed nodules and may be mistak- 
en for pulmonary metastasis. Less frequent- 
ly there may be a lobar or lobular infiltra- 
tion. The former must be _ differentiated 
from pneumonia and the latter, especially in 
the apical areas, must be differentiated from 
pulmonary tuberculosis. 

Cavitation is infrequent but at times does 
occur as a result of necrosis. Purulent ex- 
pectoration is present and such cavities may 
not be differentiated from tuberculosis with 
cavitation or carcinoma of the lung with 
cavitation. 

Case 2: H. O., A 59-year-old white male 
first seen in February, 1945. Patient stated 
he had noticed some enlargement of cervical 
glands for two years. About eight months 
prior to coming to the clinic, he had develop- 
ed a cough which had become progressively 
more severe. Examination revealed mod- 
erately enlarged nodes bilaterally, in the cer- 
‘ical, axillary, and inguinal areas. A biopsy 
of an axillary node was diagnosed as Hodg- 
‘in’s disease. Chest film showed an area of 
nfiltration radiating into the right middle 
ung field and had appearance of a carcino- 
na of the lung. (Fig. 2.) 

Case 3: M. R., A 31-year-old white fe- 
nale, first seen in October, 1944. The patient 
iad first noticed a dry cough in February, 
944, which had persisted and become more 
evere until time of admission. In March, 
944, the patient fell and injured the left 
‘nandible and one molar tooth was loosened 
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by the fall. This was extracted a few days 
later and soon a node appeared beneath the 
left mandible. Hot packs were applied to 
this lesion for six weeks but the node con- 
tinued to slowly increase in size. Examina- 
tion revealed a single firm discrete node in 
the left submaxillary area. Chest film show- 
ed numerous areas of increased density 
throughout both lung fields, with an area of 
atelectasis in the right apex. (Fig. 3.) A 
diagnosis of metastatic maligancy was 
made. Biopsy of the submaxillary node 
showed Hodgkin’s disease. The patient later 
stated she had been given x-ray therapy 10 
years previously for enlarged nodes in the 
right side of the neck which had completly 
regressed. Pleural effusion occurs in about 
15 percent of cases. This may be due either 
to involvement of the lymphatics of the 
pleura directly or by interference of circu- 
lation by mediastinal massing. 

Case 4: W. J., A 29-year-old white fe- 
male who first noticed some pain and pres- 
sure symptoms in the upper chest in March, 
1943. This continued and in September, 
1943, the patient began having afternoon 
fever. A diagnosis of Malta fever was made 
after a positive agglutination test. In Oc- 
tober, 1943, dyspnea appeared and 3000 cc. 
of clear fluid was aspirated from the right 
chest. At this time enlarged nodes in the 
right cervical area were noted. X-ray ther- 
apy was given to the right cervical area and 
to the mediastinum. 

In July, 1944, the patient was first seen 
in the clinic and at that time there were bi- 
lateral axillary nodes, an enlarged liver and 
spleen, and a mass in the right breast. The 
veins over the anterior chest were distend- 
ed. A biopsy of an axillary node was diag- 
nosed as Hodgkin’s disease. A chest film 
showed some widening of the mediastinal 
shadow and an area of increased density in 
the right upper lung field. X-ray therapy 
was given on several occasions during the 
next year and in July, 1945, dyspnea again 
occurred. Pleural effusion was noted. (Fig. 
4) This was aspirated on several occasions. 
Patient expired in December, 1945, and au- 
topsy showed a mediastinal mass surround- 
ing and constricting the trachea and great 
vessels. 

Therapy in pulmonary Hodgkin’s disease 
is largely palliative. Just as in Hodgkin’s 
disease elsewhere in the body, the patient 
must be kept in good general condition. 
Transfusions are fequently necessary. There 
are no medications at present which seem 
to influence the course of the disease. Fowl- 
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ig. 1: Marked enlargement of Fig. 2: Infiltration radiating in- Fig. 3: Area of atelectasis in the Fig. 4: Mass in th 
ediastinal glands. to the right middle lung field right upper lung and smaller mediastinum with p 
simulates carcinoma of the lung. areas of infiltration suggest pul in the right base. 
monary metastasis. 


er’s solution is no longer mentioned in most 
text books. Radioactive phosphorus, which 
has been beneficial in the leukemias, has 
been of some value but is inferior to roent- 
gen therapy’. 

Roentgen therapy is a treatment of choice 
at the present time. In most cases clinical 
symptoms are relieved and in many the 
duration of life is prolonged. The method of 
roentgen therapy is quite varied. Desjar- 
dins* recommends the use of x-rays gen- 
erated at 140 K. V. and giving each field 
550-600 roentgens at a single dose. Others* * 
prefer to use x-rays generated at 200 K. V. 
and giving divided doses of 100-200 roent- 
gens per day until a total of 800-2000 roent- 
gens per field is given. The total dose de- 
pends upon the general condition of the 
patient and the response of the lesions, 
which is followed by serial films or fluoro- 
scopic examination. 


SUMMARY 

Pulmonary complications are frequent it 
Hodgkin’s disease. Careful history, physica 
examination, and laboratory studies are es 
sential in establishing a diagnosis. A biops: 
should be obtained whenever possible. Roent 
gen therapy is in the treatment of choic« 
and should be given to all patients whe! 
possible. 
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MEDICAL SCHOOL 


Captain Roy R. Raub, AMC (Med’46) was a visitor 
In Oklahoma City last month. Raub is stationed at 
Camp Lee, Virginia, where he is doing orthopedic sur 
gery. 

Three members of the class of 1947 have begun gen 
eral practice. They are: Dr. Frank James, who has 


leeated at Odessa, Texas; Dr. Grady Ryan, Healdto 
Oklahoma, and Dr. Clarence P. Taylor, Jr. Ada, Ok! 


First Lt. Mark R. Johnson AMC (Med’46) was 
Ok’ahoma City on a furlough in November, 1948. | 
has had nine months duty in the Azores Islands apn | 
has returned for another year. 
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‘THE ACUTE JOINT * 





WILLIAM K. ISHMAEL, M.D. 
OKLAHOMA CITY, OKLA. 





As most of us are a little hazy, if not a 

ttle confused, in our working knowledge 
(f acute articular afflictions, it was thought 
‘vorth while to review our existing know- 
jadge on this subject. There are over 100 
types of arthritis and 200 types of “rheu- 
natism,” according to Hench' and it is just 
:s essential to differentiate accurately these 
iheumatic diseases as it is to diagnose path- 
logy elsewhere. 

Of the true arthritides, only eight or so 
ere encountered with sufficient clinical fre- 
cuency to warrant discussion in a paper of 
tiis type. These will be discussed somewhat 
ii their order of frequency as encountered 
ii an orthopedic clinic: 

1. Acute Traumatic Arthritis. Do not con- 
fise traumatic arthritis with the traumatic 
exacerbation of some pre-existing joint di- 
sease. The pain and disability follow the 
injury immediately, not 12 to 24 hours later. 
ke wary of the joint whose reaction is out of 
proportion to or delayed following the 
trauma. A careful history helps avoid this 
pitfall. Gout is especially thought of where 
severe joint reactions follow trauma. 

If there is any effusion, or if the severity 
warrants, roentgenographic studies are 
necessary to exclude fractures or disloca- 
tions and to differentiate a pre-existing bone 
or joint disease. The general physical ex- 
amination and laboratory studies are nor- 
mal. The synovial fluid, however, may con- 
tain red blood cells or increased bilirubin if 
there has been intra-articular bleeding. Man- 
ayment is according to orthopedic principles. 

2. Acute Rheumatoid Arthritis. Whereas 
rheumatoid arthritis is essentially poly- 
articular, systemic in nature, and likely des- 
tined to become chronic, it is occasionally 
ushered in by one joint being inflamed. 

Acute rheumatoid arthritis may occur in 
ei her sex at any age and any joint may 
be involved. There may be a history of re- 
cent infection, partuition, or emotional 
shock. Minor trauma may play a secondary 
pi ecipitating role. The joint involved is 
lil ely to be a large one, is tender to pres- 
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sure, painful on motion, and has both soft 
tissue swelling and effusion. Local heat and 
discoloration, when present, is moderate. 
The patient with acute rheumatoid arthri- 
tis has general malaise and an elevated tem- 
perature and pulse. The roentgenogram is 
normal at this stage but the sedimentation 
rate is rapid and there is usually a mild sec- 
ondary anemia. The synovial fluid is turbid, 
likely to clot, has a low viscosity, a total 
leukocyte count above 2000 per cubic mm., 
50 per cent to 90 per cent polymorphonuc- 
lear cells, and has a protein content of more 
than five grams per cent. These finding are 
also present in certain specific infectious ar- 
thritides?. 

The etiology of rheumatoid arthritis is 
not known and authorities disagree, not 
only as to its nature, but even to its exis- 
tence as an entity. Clinically, it may re- 
semble rheumatic fever, gonorrheal arthri- 
tis, or the collagen fiber diseases. This lat- 
ter group of diseases includes rheumatic 
fever, disseminated lupus erythematosis, 
periarteritis nodosa, dermatomyositis, etc. 

Continued observation may be necessary 
to establish definite diagnosis. 

There is no specific treatment, but spon- 
taneous remission is not uncommon. Twenty 
to 25 percent, however, are destined to pro- 
gress to severe polyarticular crippling. The 
earlier treatment is begun, the better the 
prognosis. Frequent small transfusions and 
gold therapy are of value. Physical therapy 
and orthopedic apprehension of deformities 
are imperative. Very careful attention to the 
patient’s general health and welfare is also 
very important. 

3. “Acute Primary Osteoarthritis.” Pri- 
mary osteoarthritis is generally a chronic 
polyarticular disease but occasionally it be- 
gins as a single joint inflammation. A trau- 
matic exacerbation of a subclinically involv- 
ed joint is the usual occurrence, but oc- 
casionally a Heberden’s node is seen in 
spontaneous flareup. The Heberden’s node is 
pathognomic of primary osteoarthritis, but 
it is to be differentiated from such deformi- 
ties as a baseball finger. 
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The osteoarthritic patient, usually beyond 
40 years of age, is healthy and feels well. 
The pain is compartively less severe and 
the joint is more likely to be crepitant than 
that of rheumatoid arthritis. The laboratory 
data are normal and early roentgenograms 
are not too characteristic of an individual 
joint, but they are characteristic in loca- 
tion. Hench' has pointed out that the meta- 
carpophalangeal joints are never involved 
and the joints of greatest trauma are more 
likely to be inflamed. In a traumatic ex- 
acerbation of a pre-existing osteoarthritis 
the joint space may be variably narrowed, 
the subchondral bone normal or of increased 
density, and marginal lipping may be pres- 
ent. 

The treatment of an acutely inflamed 
osteoarthritic joint is supportive. Rest, heat, 
and analgesics while awaiting spontaneous 
remission are all that are necessary. This is 
not a crippling disease, but as in rheuma- 
toid arthritis, the management should ex- 
tend beyond the acute articular phase. 

Secondary osteoarthritis is essentially a 
traumatic or microtraumatic lesion where 
repair cannot cope adequately with wear. 
Efforts should be made to control the under- 
lying chondral and osseous atrophy* as well 
as the trauma. 

4. The Acute Arthritis of Rheumatic Fe- 
ver. In this systemic disease only a rela- 
tively small per cent begin as a monarticu- 
lar disease. Suspicion is aroused by the ele- 
vated temperature, general malaise, heart 
murmur (rarely present this early in rheu- 
matic fever), and local joint heat, effusion 
and discoloration. An elevated sedimenta- 
tion rate, a serially altered electrocardio- 
gram, and therapeutic relief with salicylates 
confirm the diagnosis. The synovial fluid 
has a high cell count, usually over 5,000 per 
cubic mm., with around 90 per cent poly- 
morphonuclear cells early in the infection. 
Large phagocytic cells may be present*. 

Time does not permit the discussion of 
rheumatic fever, the disease, but it is im- 
portant to point out the difference of this 
illness from a local joint affliction. The pa- 
tient and his family must be made to under- 
stand and appreciate the potentia of this 
joint abnormality. 

5. Acute Gouty Arthritis. Do not forget 
this disease. Certainly our information on 
gout is meager, but at least it is adequate 
to facilitate satisfactory management, once 
the diagnosis is established. Any acute joint 
occurring in a person past 40, or in a pa- 
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tient within five days following surgery’, 
or in a man with strong diabetic’ or gouty 
familial tendency, indicates the diagnosis 
of gout. Minor trauma may precede the epi- 
sode and a previous history of isolated se. 
vere joint attacks is significant. There is 
actually some predilection for the foot anc 
bunion joint and over 90 per cent of the 
patients are men. The presence of an acute 
olecranon bursitis suggests a gouty involve. 
ment. Acute gouty arthritis rarely involves 
the hips, shoulders, or spine. The patient is 
usually robust, and complains bitterly o! 
pain. An elevated blood uric acid and sedi 
mentation rate are usually present. Th« 
roentgenogram may show the punched ou 
areas usually described, but this is seen oc 
casionally also in rheumatoid arthritis anc 
is not always present in gouty arthritis. 


A therapeutic response to colchicine, an 
a purine free, low fat diet will aid in diag 
nosis in obscure cases. Once the diagnosi: 
has been established, the patient must un 
derstand that gout is a chronic disease 
punctuated with acute articular episodes 
and capable of producing invalidism ii 
many instances. One should familiarize him 
self with the current knowledge regardin; 
iis disease’ '* before outlining treatmen 
for the patient. 


6. Acute Bacterial Arthritis. Most an 
pathogenic organism can be involved an 
many of these produce serious reactions. A 
true emergency may exist as delay in diag 
nosis can result in ankylosis of the joint 
The more common infections will be men- 
tioned. 


a. Gonorrheal arthritis has diminished 
greatly with the use of penicillin but i! 
still occurs. It is to be differentiated from 
other acute articular phenomena, and any 
acutely inflamed peripheral joint occuring 
during a pregnancy is most likely gonor- 
rheal. 

Only 15 per cent of the cases of acute 
gonorrheal arthritis actually begin as a 
monarticular affair and remain so, and this 
further reduces the chances of a solitar 
acute joint’s being gonorrheal. As this in- 
fection can result in ankylosis, prompt 
treatment is mandatory. Coexisting or re- 
cent urethritis, especially if gonocicci has 
been demonstrated, strongly suggests the 
diagnosis of gonorrheal arthritis. It should 
be remembered that Reiter’s disease is a 
so characterized by a urethritis occurin; 
along with arthritis, conjuctivitis and dia 
rhea. The patient may have a mild systemic 
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reaction of malaise, increased temperature, 
and pulse, and the other usual signs of gon- 
orrheal infection. The sedimentation rate is 
elevated, gonococci may be found in the 
urethral discharge or synovial fluid. The 
gonorrheal compliment fixation test used in 
some centers is positive in 80 per cent of 
the patients at a later stage, but in the 
early period when diagnosis is so necessary, 
it is not a reliable test. 


The roentgenogram is non-contributory 
n early stages. The synovial fluid usually has 

cell count above 2000 cells per cubic mm. 
\naerobic cultures are more reliable in 

lentifying the organism than is a direct 
:mear. The compliment fixation test is not 
kely to be positive if the blood is not. Peni- 
‘illin is specific but occasionally artificial 
aver or sulfonamides may have to be used 
t» supplement the treatment if penicillin is 
1 ot tolerated. When penicillin is used the 
cosage should be sufficiently high and con- 
tinued long enough until the joint has heal- 
ed completely. 

b. Invasion with other Purulent Organ- 
isms. Streptococci and staphlococci are most 
irequently encountered in direct bacterial in- 
lection of joint spaces, and when they do 
cceur, produce a grave situation. Immediate 
treatment is necessary, not only to preserve 
the joint, but to prevent a fatal outcome. 
Synovial fluid examination offers the only 
positive diagnosis and this is to be consid- 
ered as an emergency procedure. Aside from 
identifying the organism by smear and cul- 
ture, diagnosis is aided by a cell count of 
over 10,000 per cubic mm. with over 90 per 
cent polymorphonuclear cells. 


The local joint signs are intense, and the 
systemic reaction is severe. Chills, fever and 
prostration may be profound. The nature 
of the onset is quite variable; direct wounds, 
hemotogenous infection, invasion from ad- 
jacent structures, all contributing. 


Treatment should be begun immediately 
after the diagnosis is established, or even 
sufficiently suspected. Penicillin is the treat- 
ment of choice unless the organism present 
indicates some other type of specific therapy. 
By this is meant that if the organism re- 
covered does not respond to penicillin ther- 
any, the indicated therapeutic agent should 
b+ used. Intrathecal installation and surgi- 
c.l drainage are still necessary in some ad- 
Vv inced infections. 

c. Syphilis is capable of producing an 
a‘ute synovitis, particularly during the 
erly secondary stage. Any joint may be in- 
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volved and is accompanied with an effusion 
and stiffness, but rarely soft tissue swelling. 
It is usually monarticular and diagnosis is 
made by suspicion and serological studies. 
Syphilitic synovitis is extremely rare. The 
synovial fluid contains 1000 to 5000 cells, 
with variable preponderance of lymphocytes 
or polymorphonuclear cells. The treatment 
is the same as for syphilis elsewhere. 

d. Other Acute Infections of the Joint. 
Rarely, minor epidemics of specific forms of 
arthritis may occur. Several members of 
this audience dealt with “Bougainville Ar- 
thritis”* and such epidemics as “Haverhill 
Fever’ have been recorded. For considera- 
tion of these forms of arthritis, one is refer- 
red to the “Rheumatism Review’’'’ which is 
published annually. 

7. A few of the more unusual forms of 
arthritis capable of producing acute inflam- 
mation are listed: 

a. Allergic arthritis (serum sickness). 

b. Reiter’ disease'' (urethritis, con- 
junctivitis, diarrhea and arthritis). 
Periarteritis nodosa. 

d. Rheumatoid spondylitis. 

e. Intra-articular loose bodies. 


f. The chrondropathies. 

8. Some of the conditions likely to be 
confused with acute arthritis but which are 
not acute arthritis and must be differentiat- 
ed are also listed: 

a. Bursitis. 

b. Tendinitis, and tenosynovitis. 

c. Ischemias and reflex sympathetic 
dystrophy (causalgia). 

. Thrombophlebitis. ° 

. Osteomyelitis and 
tions. 

. Radiculitis and neuritis. 

. Neoplasms, primary and secondary, 
and the leukemias. 

. Lupus erythematosis disseminata. 

i. The rarefying disease of bones. 

}. The erythemas. 

In general, it might be said that pending 
diagnosis, immobilization of the part, heat, 
and analgesics should be used. Orthopedic 
principles of management should always be 
borne in mind and occasionally local novo- 
caine anesthesia is of marked temporary 
benefit. 

As a routine procedure, when any acute 
joint inflammation is encountered, the his- 
tory probably contributes 80 per cent in 
making a diagnosis, and the physical ex- 
amination, laboratory and x-ray _ studies 
about 20 per cent. Routine laboratory stud- 


adjacent infec- 
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ies include a complete blood count, sedimen- 
tation rate, urinalysis and examination of 
the synovial fluid when possible. 

Occasionally, however, additional labora- 

tory studies are indispensable and are likely 
to include: 

1. Urethral and cervical smears, cultures 
and compliment fixation test for gon- 
orrhea. 

. Blood uric acid for gout. 

. Serological studies for syphilis. 

. Electrocardiogram for rheumatic fe- 
ver. 

5. Synovial fluid studies? where one notes 
the appearance, reaction, clot forma- 
tion, cell count, and differentiation with 
stain, protein concentration, cultures, 
aerobic and anaerobic, and occasional- 
ly the icteric index. 

». Serum protein. (Depressed in hypo- 
proteiniemic osteoporosis and frequent- 
ly elevated in multiple myeloma.) 

. Bone marrow studies (to exclude leu- 
kemias, lupus erythematosis,'? multiple 
myeloma, etc.) 

. Serum calcium, phosphorous, and alka- 
line and acid phosphatase. 
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9. Biopsy studies of joints, adjacent 
nodes, bursae and tophi. Tumors, gouty 
arthritis, trichiniasis along with tuber- 
cular, mycotic and other infections are 
often differentiated in this fashion. 


SUMMARY AND CONCLUSION 
The problem of the acute joint has been 
discussed and a plea for accurate, specific 
diagnosis made. The treatment, once the 
diagnosis has been established, is in most 
instances, obvious and effective. 
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MENTAL HYGIENE IN THE COLLEGE HEALTH PROGRAM* 





JAMES O. Hoop, M.D. 


AND 


MOORMAN P. PROSSER, M.D. 





In colleges and universities, as in many 
other fields of human relations, the prob- 
lem of mental hygiene has become increase- 
ingly a subject of thought and _ interest. 
Some of the older universities have had 
psychiatric divisions in their student health 
services for relatively long periods of time 
but actually colleges have never been en- 
tirely without mental hygiene, it having 
existed long before the words of mental and 
hygiene were ever combined. Mental hygiene 
includes all of those things which have been 
done in the way of student counseling; from 
the days when the college president knew 
and personally advised with every college 
student, down to the present time when 
there are modern health and personnel de- 
partments in addition to the understanding 
deans. All these agencies have been prac- 
ticing mental hygiene, in that all have tend- 
ed to allay the fears and anxieties of the 
students and to resolve emotional conflicts 

*Presented before the Section on Medicine at the Annual 


Meeting of the Oklahoma State Medical Association, May 17, 
1948, 


so that the student would be free to apply 
himself intellectually and efficiently to the 
work at hand. 

Counseling is a type of mental hygiene 
which has proved valuable throughout the 
years, but the knowledge upon which th« 
faculty counsel depended was general rathe) 
than specific and the counselors philosophy 
of life was quite personal. His relation t 
the student was, therefore, largely if not 
entirely subjective. 

It was at this point that psychiatry maj 
be said to have entered the field with the 
term mental hygiene. The psychiatrist intro 
duces into the situation a degree of objec 
tivity not usually encountered in counseling 
with a specific knowledge of personalit) 
structure, of human motivation, and of th 
significance of certain attitudes, expressions 
and modes of conduct which permit mor 
rapid and complete correction. A still great 
er difference, perhaps is the psychiatrist’ 
attitude toward certain qualities of person 
ality. For example, he does not always ac 
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cord to intellect the respect usually given 
it in academic circles. He repects the possi- 
bilities of intellect but recognizes that it is 
not the supreme or final factor in good social 
adaptation. 

The need for mental hygiene in colleges 
is actually quite great, though the uninitiat- 
ad may believe that mental and emotional 
disorders in college are either rare or un- 
important. Actually there are many instan- 
ces of severe emotional disturbances and 
some cases of true mental disease. 

In the administration of a student health 
service, physical health cannot be an end 
within itself. It is essential that we do not 
ose sight of this, for our chief contribu- 
tion to the University is the maintenance of 
the student at a high level of physical and 
2motional efficiency, which will permit him 
20 complete his college work with the great- 
2st possible degree of success, and at the 
same time prepare himself for successful 
idjustment to life after leaving the Univer- 
sity. This means that scholastic success and 
ohysical health are but two parts of an 
mportant triad, the third and equally im- 
portant part being the student’s ability to 
live with himself and his fellow-man. 

Mental hygiene implies the prevention of 
2motional and mental disturbance as well 
is the detection, treatment, and cure there- 
»f. While prevention is the ideal goal, com- 
plete prevention is not possible under any 
type of hygienic set-up and detection and 
treatment of disturbance and illness become 
important. 

In the University of Oklahoma, a number 
of mechanisms have been set up for meet- 
ng the need for mental hygiene. These in- 
clude: The Director of Student Affairs, un- 
der whom function 

1. The Counsellors of Men and of Women, 

their respective staffs and the student 
advisors 

2. The Faculty Advisors 

. The Student Health Service 
. The Speech Clinic 

5. The Hearing Clinic 

>. The Vocational Guidance Centers. 

The. Counsellors of Men and of Women 
lave a group of advanced students, grad- 
uate students, and employees who act in the 
dual role of dormitory supervisors and coun- 
ellors. These persons receive special train- 
ng and instructions from the counsellors 
themselves, and from the physicians of the 
‘tudent Health Service. Other specially 
rained members of the faculty assist in 
-rienting the student counsellor to the spe- 
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cial fields and factors involved so that early 
evidence of disorders of conduct scholastic- 
ism, health, or emotion may be detected and 
reported to the proper corrective agencies. 

While disturbances of conduct and be- 
havior alone might seem to fall under the 
administrative duties of only counsellors 
themselves, the Student Health Service has 
established a policy whereby any and all 
types of problems may be referred to it 
where, after examination and determining 
of the factors involved, the student may 
then be referred to the proper authorities 
within the University. This has been found 
to be a most admirable policy, inasmuch as 
students with anxiety, emotional unrest, and 
behavior disorders as well as those with 
mental or physical disease are usually will- 
ing to come voluntarily to the Student 
Health Service and talk to the doctor; 
though they may be hesitant to approach 
members of the faculty or of the adminis- 
trative personnel whom the student fears 
may take some disciplinary or punitive ac- 
tion. Student problems demanding adminis- 
trative attention are referred to the proper 
University official by the Student Health 
Service, though if a physical or mental ill- 
ness is found to exist and to be playing a 
part in the problem, a report of these con- 
ditions is included in the referral. This per- 
mits the university administrators a com- 
plete and well oriented understanding of the 
students entire situation before the adminis- 
trator is forced to make decisions which 
may be quite momentous in the life of the 
student involved. 

Thus with the Student Health Service well 
oriented and alert to the emotional aspects 
of illness, a student with a mental or emo- 
tional disturbance is judged in the light of 
his total situation and his personality re- 
sources, just as though his handicap were 
physical. Many University students have 
enjoyed advantages which can accrue to 
them only through sustained and _ under- 
standing counselling; without which they 
would have been forced to drop out of the 
University and thereby lose the time and ef- 
forts which they had already applied to- 
ward their goal. 

The faculty advisors, serving as the sec- 
ond line of counseling in mental hygiene 
are primarily interested in curricular ac- 
tivities and in advising the student how he 
can best arrange his work to fulfill his aca- 
demic obligations in the most profitable 
manner. Their advice prevents disappoint- 
ments of a scholastic or academic nature 
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from injuring or handicapping the student. 
They are also concerned with the students 
ability to meet his curricular requirements 
and some advisors extend their activities 
to include the emotional problems which 
disturb the students assigned to them. This 
is of course an excellent and valuable ap- 
proach, though the number of students as- 
signed to each advisor makes it difficult for 
the Faculty Advisors to enter into the emo- 
tional problems of all the students under 
his direction. These members of the faculty 
do serve as a source of referral, however, 
and many students who are having scho- 
lastic trouble are sent to the other Universi- 
ty agencies for physical, psychiatric, or 
psychological examinations. These examina- 
tions frequently result in the detection of 
physical or emotional disorder and proper 
steps can be then taken for its alleviation. 
Close liaison between the faculty advisors 
and the Student Health Service has proved 
of value in maintaining the effective per- 
formance of the student. 

The Student Health Service of the Univer- 
sity of Oklahoma consists of a medical di- 
rector, six full time physicians and 12 medi- 
cal consultants covering every special field. 


It has a very excellent nursing staff which 
is especially well oriented in public health; 
and several of its members are trained in 


psychiatric nursing and mental hygiene. 
All the full time physicians of the Student 
Health Service are general medical men 
though each has special interests and de- 
votes more or less of his time to the specific 
needs of the service, such as radiology, ear 
nose and throat, and psychiatry. 

While many universities have a much 
larger psychiatric staff within the Student 
Health Service, every effort has been made 
at the University of Oklahoma to enlist all 
available personnel. It is hoped in_ the 
reasonably near future we may have, in 
addition to those members of our full time 
staff who have some interest in psychiatry 
and to our consultant in neuro-psychiatry, 
a full time psychiatrist. 

The need for this service is great as has 
been evidenced by those cases demanding 
attention and treatment even with the 
rather limited personnel available at this 
time. Our present approach to mental hy- 
giene is one based upon orientation of the 
general physician to the psychiatric prob- 
lem. This is deemed of great importance, 
not only in the University but elsewhere, 
as it is the family physician and general 
practitioner who usually has first contact 
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with the patient suffering from emotional 
and mental disease. It is therefore neces- 
sary that all physicians be alert to detect- 
ing the psychogenic element in the diseases 
which they see, and in realizing that many 
patients who complain of physical symp- 
toms are in fact suffering from emotional 
disturbances and_ situational maladjust- 
ments. 


The great majority of such patients are 
handled and treated successfully by the gen- 
eral medical men of our staff. Those stu- 
dents whose cases seem more serious, or 
which do not respond promptly to treat- 
ment are seen by the consulting psychiatrist 
during his regular visits to the infirmary. 
Before being seen by the psychiatrist, the 
physician refers the patient to one of our 
nursing staff who in lieu of a psychiatric 
social worker talks with the patient, orients 
him to the psychiatric interview, and takes 
a complete social history which in its en- 
tirety comprises that part of the patient’s 
history of special psychological significance. 
If in the social history or later during the 
interview with the psychiatrist, informa- 
tion is obtained which indicates the need 
for referral to an agency for social case 
work, such a referral is then made with the 
approval of the Director of Student Health. 
Frequently such a referral not only permits 
greater understanding of the student’s prob- 
lem but affords a practical solution there- 
fore and makes recovery more complete and 
more permanent. This careful and _ well 
worked integration with the various social 
agencies in the community has proven of 
inestimable value to the students in the 
University. 


The Speech and Hearing Clinics, as their 
names imply, offer special corrective ser- 
vices to handicapped students, thereby im- 
proving their social and occupational adap- 
tability, and lessening the emotional stress- 
es of life adjustment. 


The guidance centers operated by the Uni- 
versity and by the Veterans Administra- 
tion render vocational guidance and psycho- 
logical testing services to the students who 
come under their respective jurisdictions. 


It is of interest that most of the referrals 
to the Psychiatric Division come from the 
medical staff of the Student Health Service 
and from the physicians and social agencies 
in the community where the University is 
located. These same groups are the chief 
source of referrals in other universities hav- 
ing psychiatric or mental hygiene services 
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Specific types of problems encountered in 
the Mental Hygiene Clinic are reflected in 
the following cases taken from our files. 

1. Acute psychosomatic disorders associat- 
ed with anxiety tension states comprise the 
majority of the cases seen, and the most 
of these disorders are handled successfully 
by general physicians with Student Health 
Service. 

Typical of this group is the physical ed- 
ucation major who, complaining of heart 
pain and diarrhea, was found to be unduly 
apprehensive in a required course of human 
anatomy. Early conditioning had made this 
student almost compulsively modest and 
afraid of knowledge of the human body. 
Orientation to the cause of her problem re- 
sulted in immediate relief of the symptoms 
and associated anxiety; while tactful dis- 
cussions in a medical environment permit- 
ted her to gain a more normal and stable 
attitude toward herself and her fellow stu- 
dents. 

It is of greatest importance that such 
patients gain early insight into the origin 
of their physical complaints, lest the symp- 
toms become fixed and the patient become 
resistively hypocondriacal. 

2. Poor habit formations upon the basis 
of emotional disturbances form a _ second 
important group. Typical is the freshman 
student observed during the routine admis- 
sion physical examination and who was ask- 
ed if she would like to have special assis- 
tance for her severe obesity. After routine 
2fforts at weight loss proved unsuccessful, 
1 psychiatric interview revealed her dietary 
»besity to be psychogenic, and to have be- 
gun at the age of eight years. At that time 
the student’s mother had become ill and it 
was necessary for our patient to live with 
various aunts and uncles. As she was rather 
thin and undernourished, she was constant- 
ly encouraged to eat and soon found by eat- 
ing huge amounts of food she was able to 
win praise and attention. At the first inter- 
view it had been learned that she had made 
various attempts to lose weight but these 
vere sporadic in nature. Her study habits 
‘ollowed the same pattern and while she 
vould study diligently for several weeks, 
she would then find herself unable to con- 
centrate and becoming inattentive in class. 
When the patient understood that her vor- 
ecious appetite was in fact a substitutive 
effort for gaining attention and affection 
ind was repeatedly stimulated by any threat 
io her security, she was enabled to replace 
this trait with efforts to improve her physi- 
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cal appearance and her social graces. As 
her efforts in these directions became more 
successful she ceased to suffer her periodic 
depressions and preoccupations which had 
made it difficult for her to diet and study. 
Losing 50 pounds in weight, her social as 
well as her scholastic adaptation was great- 
ly improved. 

3. Anxiety hysterias in need of immediate 
hospitalization are not infrequent. Typical 
of this group is a 19 year old sophomore 
carried into the Student Health Service by 
her roommates who could offer no explana- 
tion of her illness except to state that she 
suddenly “fell to the floor and began to 
scream and moan.” Physical examination 
failed to account for her expressions of 
pain and the patient refused to answer 
questions or to respond to examination ex- 
cept by crying and writhing in apparent 
pain. She refused to talk and for 16 hours 
did not void or take nourishment. Under 
Narcosynthesis her negativism and bizarre 
behavior disappeared and her disorder was 
found to lie in  psycho-sexual conflicts, 
which were resolved in a conventional man- 
ner with complete disappearance of symp- 
toms. By arranging improved and super- 
vised social activities, this patient was able 
to return to school after three days with 
permanent improvement in her ability to 
adjust to her life situation. Her disorder, 
based upon parental conflicts during which 
the patient had developed a pathological at- 
tachment to her mother, and an_ intense 
rivalry toward a brother one year her sen- 
ior, had produced bizarre attitudes toward 
her schoolmates resulting in the acute hys- 
terical episode described above. 


4. Severe neuroses, chronically disabling 
in nature also occur, typical of which is the 
senior engineering student suffering from 
a compulsive phobic reaction involving num- 
erous sexual phantasies and who came to 
the Infirmary complaining only of painful 
urination. It was found that this man, an 
honor student in the University, had grad- 
ually become afraid to make any decisions 
affecting himself or those about him. He was 
unable to deliver papers which he had pre- 
pared for his engineering seminar or to ac- 
cept any one of several good positions which 
had been offered him by oil companies upon 
his pending graduation. His disorder had 
become exceedingly handicapping and had 
it not been for his previous excellent scho- 
lastic record, his graduation itself would 
have been threatened. Failing at first to 
respond to psychotherapy, because of se- 
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vere emotional block associated with imag- 
inary sexual guilt, two electric shock treat- 
ments followed by further psychotherapy 
proved quite successful. This student com- 
pleted his University work with honors and 
has since made a successful occupational 
and marital adjustment. 

5. Major psychoses are also seen, typical 
of which was the graduate student, a cap- 
tain in World War II, who was brought 
to the hospital suffering an acute panic re- 
action with frank hallucinations in the aud- 
itory field. Deep sedation followed by the 
gradual institution of psychotherapy reliev- 
ed his homosexual confiicts and permitted a 
remission in his psychosis. After three weeks 
of hospitalization the patient was enabled 
to return to school and obtain his masters 
degree. 

Fortunately less frequent are the severe 
psychoses typified by the student who was 
brought to the Student Health Service by 
his fraternity brothers who had observed 
his actions were queer and bizarre and felt 
him to be in need of medical assistance. 
This patient had begun to talk about relig- 
ion and had developed a belief that he was 
Jesus Christ or other biblical characters. 
After first improving upon electric shock 
treatment, he suffered a relapse with the 
development of many bizarre somatic de- 


January, 1949 


lusions and suicidal ideas. His transfer to 
a mental hospital became necessary, where 
his return to the University was made pos- 
sible a few weeks later by more adequate 
and intensive therapy. 

It thus becomes obvious that one of the 
chief goals of the Student Health Service 
is to alleviate the emotional as well as the 
physical handicaps of the University stu- 
dent thereby increasing his efficiency and 
ability to adapt to his University situa- 
tion. Prevention, diagnosis, and treatment 
of disease processes are inseparable and it 
becomes mandatory that an adequate health 
service be interested in all three fields of 
endeavor. 
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MEDICAL SOCIETIES AROUND THE STATE 





KAY-NOBLE 
Members of the Kay Noble Medical Society met in 
Perry for their November meeting with Dr. Henry B. 
Strenge of Oklahoma City as principal speaker. He 
spoke on ‘‘Respiratory Infections in Childhood.’’ 
CRAIG-OTTAWA 
Members ‘of the Craig and Ottawa county societies 
met during November at the Vinita country club for a 
dinner and business session with scientific program. 
OKLAHOMA 
Paul Hawley, M.D., executive director of the Blue 
Cross-Blue Shield Commission was guest speaker at the 
November meeting of the Oklahoma County Medical 
Association. Dr. Hawley was formerly chief surgeon 
of the Veterans Administration. 


BECKHAM-CUSTER 

Beckham County Medical Society 

guests of Custer County Medical Society Medical So 

ciety members at a dinner meeting in Clinton Novem 

ber 9. Additional guests were John Hart, executiv 

office representative, and J. R. B. Branch, M. D., post 
graduate instructor. 


members wer 


CARTER COUNTY 

Presentation of Fifty Year Pins was made at th 
Carter County Society meeting in November. Dic 
Graham, O.S.M.A. executive secretary, and Larry Ren 
ber of the A.M.A. Council on Medical Service attende 
the meeting. Details and biographical material on th 
fifty year pin presentations can be found elsewhere i 
the Journal. 
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ACUTE INFECTIONS OF THE HAND* 





Ray H. LINDSEY, M.D. 


PAULS VALLEY, OKLA. 





Too often little attention is given to the 
onset and early symptoms of infection of the 
hand. Too often treatment is given only 
when patient demands bring the seriousness 
of it to our attention, and too often that 
treatment is inadequate, hastily given, and 
after care delegated to one not informed of 
the dangers and frequency of complications. 
Penicillin and sulfa drugs have aided im- 
measurably in the control of most surgical 
infections, but they are not the final answer. 
This paper is to review, not add to, your 
knowledge of such infections with the hope 
that more interest will be taken in this 
acute surgical emergency. 

Acute infections of the hand may, for 
practical purposes, be classified as minor: 

i. Felon 

2. Paronychia 

3. Carbuncle 

4. Collar Button or Web Space infec- 
tion, 

and major: 

1. Purulent tenosynovitis 

2. Infection in fascial spaces 
a. Thenar 
b. Mid palmar 

3. Lymphangitis. 

Combinations of minor infections do oc- 
cur when treatment is delayed, and a re- 
view of some of the anatomical peculiari- 
ties of the hand will give reason for the 
combination as well as guide us to the prop- 
er and adequate treatment of them. 

The Felon occurs in the anterior closed 
space of the finger tips. This infection en- 
ers through a scratch or perforation, and 
is guided toward the distal phalanx by a 
veculiar wheel spoke arrangement of fibrous 
‘ords and interspersed layers of fat and 
rlands all leading centrally. It is confined 
isually to the distal phalanx, and its prog- 
‘ess is marked by relatively early periosti- 
is and osteomylitis. It’s drainage is by 
ateral incision which breaks up these fibrous 
ords by cross section. 

Paronychia is an infection at the lateral 
dge of the:nail which tends early to bur- 
ow under the nail and circumvent it at the 
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base. It’s treatment requires incision of the 
infected area as well as elevation of the 
nail base to uncover pus which may not be 
clinically evident. 

Carbuncles are usually situated on the 
dorsum in hair bearing areas, and are best 
treated by crucial incisions early to pre- 
vent great tissue loss in their later stages. 

Web space infections occur usually under 
a palmar callus with the formation of pus, 
then they penetrate the palmar fascia into 
the web space where spread is both rapid 
and apparently unihibited. Their drainage 
at times requires counter drainage into the 
web of the fingers: always it should include 
exploration for this frequent and very prob- 
able route of spread. 

Of the major infections of the hand, acute 
purulent tenosynovitis is probably the most 
frequent, and in early stages the easiest to 
diagnose, yet most often overlooked or not 
considered serious until complications oc- 
cur or pain and toxemia require a change 
of treatment. All five fingers have envelop- 
ing their flexor tendons a strong sheath— 
the first following the tendon into the wrist 
as the radial bursa—the fifth following the 
tendon into the wrist as ulnar bursa—the 
second, third and fourth ending just proxi- 
mal to the metacarpo-phalangeal joints. In- 
fection in these sheaths all tend to arise 
soon after the initiating trauma whether 
penetrating or not, they tend to progress 
rapidly and present symptoms of pain and 
immobility, and all have two characteristics 
on examination—pressure pain over the 
sheath involved, and acute pain on extension 
of the finger. We must guard against the 
feeling that infections of the sheaths of the 
thumb and little finger are relatively less 
acute and less serious, because they extend 
into the bursae very soon. Hence all tendon 
sheath infections should be carefully assayed 
for possible palmar spread. 

The fascial space infections are generally 
secondary to spread from tendon sheaths of 
the second, third and fourth fingers, web 
space infections or rupture of one of the 
bursae into the adjoining space. There are 
two important fascial spaces in the palm— 
the thenar and the mid palmar. Both lie 
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| between the interosseous muscles and the 
deep flexor tendons—the thenar over the 
second and part of the third metacarpal, 
the palmar from the lateral side of the 
third metacarpal to the metacarpal of the 
| fifth finger. They are potential spaces and 
separated by a strong mid palmar septum 
which tends to isolate infections from the 

two sides of the palm. 

Lymphangitis of the hand tends at times 
to be one of the most formidable of hand 
infections. Rapid in it’s spread as it’s name 
implies, prone to ascend up the arm via the 
lymphatics, and a common accompaniment 
of the acute infections make it one of the 
most dreaded of hand infections. As the 
lymphatics drain from the volar to the dor- 
sum of the fingers and course up the fore- 
arm along the main venous channels, so 
does the rapid edema, angry red streaking 
and pain of lymphangitis warn us of the 
serious nature of this complication. At times 
it will be the only finding and no local ac- 
cumulation of pus can be found as it’s 
source. 

Before we discuss treatment of the major 
infections let us review a few of the ana- 
tomical features of the hand on which our 
treatment will be based. I have mentioned 
the anterior closed space of a felon, the 
tendon sheaths and the radial and ulnar 
bursae. Knowing the location of pus in the 
hand, we must know where to incise for 
drainage or see the consequence of post 
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operative hemmorrhage, anesthesia from 
traussected nerves or spread of infection 
from inadequate drainage. 

The arterial supply of the hand most en- 
dangered in incisions for acute infections 
arises from the superficial palmar arch of 
the ulnar artery. It lies in an arch under 
the palmar fascia and mainly proximal to 
the second flexion crease of the palm. The 
arch gives two digital branches to each of 
the fingers except thumb and index finger, 
the former supplied by the deep arch of the 
radial artery and the thenar side of the 
index finger by the same. These digital ar- 
teries course up the distal part of the palm, 
lateral to the flexor tendons and lie in 
cross section just at the volar end of the 
flexion creases in the fingers. This point 
gives us two points of safety—tendon 
sheaths should be incised just to the edges 
of the flexion creases which will give aiso 
ample protection to the digital branches of 
ulnar and median nerves which lie to the 
volar side in apposition to the digital ar- 
teries. The absence of a radial digital 
branch of the arch for the index finger af- 
fords us a safe area for incising a tendon 
sheath infection of that finger. 

Since the thenar space lies on the adductor 
policis and behind the apponeous pollicis 
muscles, ready access to this space is founc 
through the dorsal surface of the thenar 
web just at the edge of the adductor pol- 
licis. 








(from our early files of Editerial Notes—Personal and 
General) 
Dr. T. Fuller, Vanosa, has moved to Oklahoma City. 






Dr. D. B. Ensor, Hopetown, returned from a_ six 
weeks’ visit in Tennessee, Virginia, and Washington, 
D. C. 













Dr. J. T. Frizzel, Clinton, has been appointed city 
health officer. Dr. Frizzel has recently moved to Clin- 
ton from Butler. 









Dr. R. B. Hayes, Guymon, and Miss Della Wilson 
were married at Liberal, Oklahoma, on November 20, 









TWENTY-FIVE YEARS AGO 








and are taking a short honeymoon trip to Hutchinso1 
and Wichita. 


Dr. J. E. Harbison, Oklahoma City, is reported t 
head a group of physicians who are negotiating for th 
purchase of the Baptist Hospital there, to be continue: 
as a hospital. 


Dr. Ellis Moore, Oklahoma City, has returned fron 
special interne and post graduate work at the Brad 
Institute, Johns Hopkins Hospital, under’ Dr. Hug! 
Young, and while there also assisted Dr. Geraghty ir 
his office. Dr. Moore has been associated with Dr. W 
J. Wallace for more than two years, and they hav 
since formed a partnership. 
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DOCTOR HOPPS: The case for our consid- 
eration this morning presents a very diffi- 
cult diagnostic problem. We have not with- 
held any data from the protocol and since 
Doctor Musick has no information other 
than that which has been furnished to you 
in mimeographed form, the basis for his dis- 
cussion and diagnosis will be the same as 
yours. I realize that this places Doctor Mu- 
sick under considerable handicap, but the 
facts were as they have been stated here, 
and this woman entering the hospital in a 
disoriented state and in a terminal condi- 
tion was not able to give more information 
than we have furnished. Doctor Musick, will 
you make the best of this that you can? 


PROTOCOL 
Patient: E. D., 59-year-old negro female. 
Admitted November 29, 1947. Died Decem- 
ber 2, 1947. 


This patient was stuporous when first 
seen at University Hospitals. She continued 
30, finally progressing into coma, and there- 
fore was never able to relate her history 
n a completely coherent manner. 


Present Illness: Five different doctors 
‘licited this patient’s history. Four of them 
recorded that, on November 23, 1947, she 
developed sudden severe pain in the right 
ower quadrant of the abdomen, which pain 
ater spread to the right upper quadrant. 
Che fifth historian recorded that the pain 
originated in the epigastrium and several 
lays later radiated into the right lower 
quadrant. It seems definite that her pain 
vas predominately right sided and that at 
imes was generalized throughout the ab- 
lomen. The onset of pain was soon followed 
y nausea and repeated vomiting that day 
nd the next day (five or six times in all). 
“he vomitus resembled food she had eaten 
nd was not bloody. The severe pain con- 
inued. There were no bowel movements un- 
il November 28, 1947 at which time she 
assed a small amount of liquid stool and 
‘as. A doctor gave her two hypodermic in- 


jections and prescribed salts and a liquid 
diet. She was admitted to U. H. the follow- 
ing day (November 29, 1947). 

Past History: There had been no previous 
attacks of this nature. She had had no op- 
erations. She was a para X gravida XII. 
For the past three or four years she had 
had severe headaches, dizziness, and a 
“crazy feeling” in her head. She was told 
by her physician that she had high blood 
pressure. For some time preceding the P. I. 
she had had frequency of urination. 


Physical Examination: She was obese, 
acutely ill, and dyspneic. Temperature was 
99° F; pulse 85; respirations 35; blood pres- 
sure 120/75. The sclerae were slightly icter- 
ic. The lung fields were resonant and vesi- 
cular; breath sounds were present. There 
were no rales. The heart tones were clear; 
there were no murmurs; rhythm was regu- 
lar. There was marked generalized abdomi- 
nal tenderness, with marked rebound ten- 
derness, but no contralateral tenderness. 
There was muscular rigidity of the lower 
abdominal wall. Bowel sounds were di- 
minished. Rectal examination revealed gen- 
eralized tenderness, but was otherwise neg- 
ative. Pelvic examination revealed general- 
ized tenderness, but was otherwise not re- 
markable. Breath was described as “aci- 
dotic-uremic?”’. 

Laboratory Data: A flat plate of the ab- 
domen was interpreted as follows: “The 
kidneys are not well visualized. There are 
no gallstones noted. No evidence of intes- 
tinal obstruction. Several calcifications in 
the course of the right ureter, which should 
be ruled out by further studies.” Urinalysis 
disclosed: pH 5.0, specific gravity 1.014, 
protein 1+, no glucose, no red cells, very 
rare white cells, no casts. Test for bile pig- 
ments was negative. Hb. was 11.0 Gm. per- 
cent, RBC’s 3.49 million /cu.mm. and WBC’s 
16.7 thousand /cu. mm. with 89 percent neu- 
trophiles, 9 percent lymphocytes,.and 2 per- 
cent monocytes. B. U. N. was 60 mg. per- 
cent, icteric index 20. — positive Van Den 
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Bergh — Quantitative Van Den Bergh 3.5 
mg. percent. 

Clinical Course: Fever ranged around 
100° F. most of the time. The first 48 hours 
in the hospital the patient voided 300 cc. of 
urine, and the urinary output did not in- 
crease appreciably despite generous fluid 
therapy. She was given 100,000 units peni- 
cillin I. M. q three hours. Wangensteen suc- 
tion was employed several different times. 
Sulfadiazene and sulfathiozol were given 
parenterally. Morphine was given for pain 
relief. Oxygen was administered by nasal 
catheter. Despite these and additional sup- 
portive measures the patient expired on De- 
cember 2, 1947. 


CLINICAL DIAGNOSIS 

DOCTOR MUSICK: This history appears to 
be almost devoid of any accurate informa- 
tion, but it does illustrate one point — that 
the history is the most important part of 
any examination. Devoid of a good history 
we are robbed of our major opportunity to 
make an accurate diagnosis. We do know 
that the patient had a pain in the right ab- 
domen, but whether in the upper or the low- 
er portion we do not know. Furthermore, 
we have no idea how much pain the patient 
had. Without this additional information, 
the mere fact that pain was experienced 
loses most of its significance. Despite all 
this, the case is a fair diagnostic problem 
since we often encounter patients of this 
sort. They come in unconscious and there 
they are. One has to do the best with what 
is available. 

We do know this — we do know that the 
patient had uremia. The question however 
is whether the uremia was of renal origin 
or whether it was prerenal azotemia. We 
know too that the patient had jaundice, but 
again we do not know whether the jaundice 
was hepatocellular (retention type) or ob- 
structive (regurgitation type). It seems too 
that she had intestinal obstruction, but was 
the obstruction due to paralytic ileus or 
some mechanical factor? I think our diag- 
nosis of this case will rest upon the answer 
to these three questions. 


There are several lesions in the upper 
abdomen which I will consider, but I will 
tell you frankly at this point, I do not be- 
lieve that I will make an accurate diagnosis 
on this patient. Was this a case of acute 
yellow atrophy of the liver? Usually one 
does not have pain .with acute yellow atro- 
phy. Another point against this is the blood 
urea nitrogen of 60. Since the conversion of 
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more complex nitrogenous products to urea 
is a function of the liver, marked hepatic 
deficiency as occurs in acute yellow atrophy 
usually leads to subnormal! blood urea levels. 
Furthermore, if the patient had had acute 
yellow atrophy, as sick as she was, there 
should have been evidence of hypoprothrom- 
binemia and hemorrhage. This was not pres- 
ent. In this connection, we would like to 
have information regarding blood glucose 
levels, but this test apparently was not done. 
Did this patient have a ruptured peptic ul- 
cer? She was a 59 year old female. Usually 
we see peptic ulcers in younger individuals, 
and much more often in males. Especially is 
this true of perforated peptic ulcer which 
is 25 times more common in males. These 
facts do not exclude the possibility of per- 
forated peptic ulcer however. The lack of 
abdominal rigidity or localized tenderness 
argue somewhat against ruptured peptic 
ulcer. Jaundice might be explained in the 
case of ruptured peptic ulcer, if one consid- 
ered it to be hepatocellular in type — from 
absorption of toxic materials. Did she have 
a ruptured gallbladder? This can occur sud- 
denly and ofttimes it is accompanied by 
jaundice. It is more apt to occur in obese 
individuals and in the sixth decade of life. 
The right-sided pain and right-sided tender- 
ness would also fit with this. Reasoning 
along these lines the increase in urea nitro- 
gen might be on the basis of prerenal azo- 
temia from dehydration with an element of 
renal insufficiency on a toxic basis. There 
is no history here which would lead us to 
believe that the patient had had previous 
attacks of cholecystitis, but in cases of rup- 
tured gallbladder approximately 50 per cent 
of the individuals give no history of pre- 
vious gallbladder disease. Against this diag- 
nosis is the rarity of the condition. The 
fourth possibility to consider is acute 
edematous pancreatitis progressing to the 
stage of pancreatic necrosis. This too could 
account for the jaundice, uremia and other 
factors that we mentioned. Against this is 
the slow pulse and absence of abdominal 
rigidity. Mesenteric thrombosis must be con- 
sidered also. This occurs in middle or late 
life and is often associated with cardiovas- 
cular disease. You will recall that the pa- 
tient was once told she had hypertension. 
In mesenteric thrombosis abdominal ten- 
derness is often generalized, but it is some- 
times localized to the right side. As a rule 
pain is less severe than in the case of rup- 
tured peptic ulcer and may subside as gan- 
grene supervenes. Vomiting, fever and a 
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rapid weak pulse are characteristic of this 
condition. We keep getting back to the fact 
that this patient had a slow pulse, and that 
is very difficult to explain in view of the 
other signs and symptoms. Perhaps if we 
had information as to the quality of the 
pulse it would help. I interpret the leukocy- 
tosis of 16,500 as additional evidence in 
support of the diagnosis of peritonitis. This 
helps very little, however, in determining 
which of the conditions | have discussed 
was operating. We would have to consider 
ruptured appendix as a possible source of 
the peritonitis since about 75 per cent of 
all abdominal catastrophies are caused by 
ruptured appendix. I have never seen a case 
of ruptured appendicitis in which jaundice 
developed so shortly after the initial symp- 
toms. Jaundice may develop later, but not 
within this period of time. Largely on the 
basis of this I am going to dismiss rupture: 
appendix as a major item of differential 
diagnosis in this case. The x-ray department 
observed shadows which they interpreted as 
possible renal calculi and asked that further 
studies be made. This we cannot ignore. It 
seems unlikely to me that the patient’s com- 
plaints could have been a direct effect of 
ureteral calculi. It does bring up the pos- 
sibility of a parathyroid adenoma, however. 
This could account for uremia, but it would 
be difficult to account for the pain, jaundice 
and the terminal acute episode on this basis. 
As other more or less remote possibilities, 
we must consider poisoning by mercury, 
bismuth or arsenic since all of these could 
lead to such a picture. Usually they would 
not produce the degree of pain experienced 
here, but such is possible. With the small 
amount of information at our disposa', and 
with the multiple diagnostic possibilities 
which I have mentioned, you can see that 
it is very difficult to arrive at the correct 
one unless by chance. We will do the best 
we can simply on the basis of logic with the 
realization that logic frequently fails in 
cases of this sort. 


In summary, I am influenced by the sug- 
gestion that this patient had cardiovascu- 
lar disease, (based on the simple statement 
that she was thought to have had hyper- 
tension) to consider progressively increas- 
ing nephrosclerosis, progressive hyperten- 
sion associated with increasing changes in 
blood vessels, finally terminating in mesen- 
teric thrombosis. This would explain the 
acute right-sided pain, nausea, vomiting and 
obstipation with gangrene of the bowel as 
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a cause of peritonitis. All of this could pro- 
duce renal dysfunction on a toxic basis and 
in addition, dehydration with “deviation” 
of water from the kidneys (extra-renal azo- 
temia). Finally, on this same basis of tox- 
emia from peritonitis, one could expect 
hepatic damage which might manifest it- 
self as slight jaundice. As other possibilities, 
and in this order of frequency, I consider 
ruptured gallbladder, acute pancreatitis and 
ruptured peptic ulcer. None of these can be 
excluded from the information at hand. 
CLINICAL DISCUSSION 

QUESTION: What about the possibility of 
Weil’s disease? 

DOCTOR MUSICK: Weil’s disease is ordi- 
narily characterized by a higher degree of 
fever and does not usually produce the de- 
gree of shock that this patient exhibited. 

QUESTION: If the patient had peritonitis, 
how do you explain the low fever and the 
slow pulse throughout the course? 

DOCTOR MUSICK: I am unable to account 
for this. An overwhelming infection might 
explain the slight fever, but I don’t under- 
stand how even that could account for the 
slow pulse rate. 

QUESTION: Should infectious hepatitis be 
considered ? 

DOCTOR MUSICK: Yes, and | was thinking 
of this in my initial discussion to acute yel- 
low atrophy. If infectious hepatitis termi- 
nates fatally in the acute stage, the picture 
is that of acute yellow atrophy. 

QUESTION: Did you consider pylethrom- 
bophlebitis ? 

DOCTOR MUSICK: Yes, | think this would 
have to be considered, possibly secondary 
to periappendicitis or diverticulitis. 

ANATOMIC DIAGNOSIS 

DOCTOR HOPPS: When we examined this 
patient at necropsy the jaundice was slight- 
ly more intense than had been indicated 
on the chart. Upon opening the peritoneal 
cavity we found the entire abdominal vis- 
cera to be overlayed with fibrinopurulent 
exudate so that the patient did have peri- 
tonitis. This was most abundant in the up- 
per right quadrant and there especially, the 
omentum was thickened and densely adher- 
ent to the underlying viscera. The region of 
maximum involvement seemed to center 
about the gallbladder. The appendix was not 
involved in these adhesions and lay com- 
pletely free, thus excluding it as a possible 
source of the peritonitis. There was a large 
subdiaphragmatic abcess on the right which 
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measured 20 cm. in greatest diameter. It 
involved almost the entire diaphragmatic 
surface of the right lobe of the liver. Al- 
though the inflammatory process had affect- 
ed the diaphragm so extensively as to give 
fibrinous adhesions at the base of the right 
lung, it had not yet led to an empyema of 
the right pleural cavity. The source of the 
peritonitis and subdiaphragmatic abscess 
was a rent in the gallbladder approximately 
1.5 cm. in length. The gallbladder measured 
12.5 x 6 cm. and was moderately tense. It 
was densely incorporated within fibrinous 
and fibrous adhesions which bound it to 
the surrounding tissues. It was filled with 
numerous faceted and round concretions. 
One such concretion was found lying free 
in the pelvic cavity. The wall of the gall- 
bladder was moderately thickened and dis- 
colored dark reddish-brown. The mucosal 
surface was covered by a red-gray fibrino- 
purulent exudate. The point of perforation 
was near the neck on the anterolateral as- 
pect, adjacent to the free border of the 
liver. The cystic duct was dilated to a di- 
ameter of 2 cm. Approximately 2 cm. proxi- 
mal to its junction with the neck of the gall- 
bladder there were impacted five faceted 
stones. These completely obstructed the 
cystic duct and accounted for the fact that 
there was very little bile free in the periton- 
eal cavity. The peritonitis was thus largely 
on an infectious basis. The obstruction of 
the cystic duct must have been fairly recent 
because the gallbladder was not dilated nor 
had all the bile pigment disappeared. 
Turning our attention to other organs, 
we found the kidneys to be swollen, tense 
and moderately increased in size. The cap- 
sule stripped easily indicating that there 
had been no fibrotic process obliterating 
glomeruli and fixing the capsule to the 
parenchyma by fibrous bands. There was no 
evidence of obstruction to the urinary tract 
and no calculi were present. The opacities 
referred to by the roentgenologist were 
probably phleboliths. The basis for this pa- 
tient’s progressive oliguria and uremia was 
not determined from the gross changes 
alone; it was apparent only after histologic 
studies. The heart was moderately enlarg- 
ed, weighing 400 gm. The hypertrophy was 
most marked in the left ventricle and, in 
the absence of valvular lesion, was almost 
certainly an effect of increased blood pres- 
sure. Further evidence of hypertensive di- 
sease was found in the hyperplastic ar- 
teriolosclerosis observed in arterioles of 
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various tissues. The lungs were moderately 
increased in weight and presented areas of 
slight nodular induration suggesting bron- 
chopneumonia. The liver weighed 1750 
grams, approximately 300 grams more than 
normal. It was swollen, its capsule was 
tense and the parenchyma was light yel- 
low, — gross evidence of toxic damage. 
Histologically, in addition to parenchymat- 
ous degeneration, there were numerous foci 
of suppurative cholangitis with acute peri- 
cholangitis. These changes are sufficient to 
explain the patient’s jaundice on a hepato- 
cellular basis. 


So far then we have explained the pa- 
tient’s peritonitis and seen some of its ef- 
fects in the form of toxic changes and para- 
lytic ileus. Jaundice has been accounted for 
on the basis of cholangitis and pericholangi- 
tis, along with parenchymatous degenera- 
tion. Uremia yet remains to be explained. 
Histopathologic studies revealed marked 
changes in the kidney which involved prin- 
cipally the convoluted tubules. Many of 
these contained orange-brown coarsely gran- 
ular casts resembling precipitated hemoglo- 
bin or myoglobin. There was marked paren- 
chymatous degeneration which in some areas 
had progressed to frank necrosis. This to- 
gether with interstitial edema and conges- 
tion are characteristic of lower nephron ne- 
phrosis. 


Baldwin Lucke in 1946 reported an ex- 
tensive study of cases of this sort in which 
there developed a syndrome characterized 
by oliguria (or anuria), heme pigment ex- 
cretion, azotemia, hypertension and uremia. 
It was found to occur in a variety of con- 
ditions associated with destruction of tissue, 
especially muscle, or intravascular hem- 
olysis. It may also occur in extensive infec- 
tious processes (as represented by this case), 
crushing injury and other forms of trauma 
to muscle (crush syndrome) burns, trans- 
fusion with incompatible blood, heat stroke 
and from various poisons. The recent stud- 
ies of Trueta, Barclay et al, tend to clarify 
the pathogenesis of the renal lesion and 
suggest that the obstruction of convoluted 
tubules by casts is a minor factor in com- 
parison to alteration in blood supply to the 
cortical portion of the kidney. This results 
in ischemia and profound degenerative 
changes which may progress to necrosis. It 
is this decrease in blood supply, “medullary 
shunt,” which is primarily responsible for 
the oliguria, uremia, etc. I have discussed 
this aspect of the case at some length be- 
cause it illustrates some of the less obvious 
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mechanisms which may be set in motion by 
extensive severe infections (and many oth- 
er types of profound insult). Although 
uremia in this case played a minor part in 
causation of death, lower nephron nephro- 
sis as such carries a high mortality and may 
be the lethal complication of what would 
otherwise be of relatively minor importance. 
Our final anatomic diagnosis is: 
Cholecystitis, suppurative, with choleli- 
thias (numerous pigment stones), and 
obstruction of the cystic duct by five 
pigment stones 
Generalized peritonitis, and subdi- 
aphragmatic abcess, right, secondary to 
rupture of the gallbladder (bile and in- 
fectious organisms) 
Fibrinous pleuritis, right, 
thorax, bilateral 
Icterus, slight 
Suppurative cholangeitis and _peri-cho- 
langeitis with marked parenchymatous 
degeneration of liver 


with hydro- 
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Lower nephron nephrosis, marked (hem- 
oglobin or myoglobin obstructive 
nephropathy ?) 

Arteriosclerotic heart disease character- 
ized by marked atherosclerosis of coro- 
nary arteries with diffuse and patchy 
interstitial myofibrosis 

Acute passive congestion of viscera 

Hypostatic pneumonia, bilateral, slight 

Cardiac hypertrophy and _ hyperplastic 
sclerosis of small arteries, including ar- 
teriolonephrosclerosis, slight, compat- 
ible with hypertension 

Infarct (early) of spleen 

Adipose infiltration of right ventricle of 
heart 

Atrophy of pancreas 

Congenital anomalies of upper urinary 
tract: Double right ureter, proximal 
4 cm. Right renal artery arises im- 
mediately above the bifurcation of the 
aorta, 
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The opportunity of appearing before the members 
of the Medical Assistants Society of Oklahoma in their 
first annual meeting is one of which I am particularly 
appreciative. Like all doctors, I have long recognized 
that much of the success we attain in the practice of 
medicine is due to the efficiency and loyalty of ow 
assistants those patient ladies who must contend 
with the multitude of daily detaiis, who appease the an 
noyed patient who is kept waiting beyond his appoint 
ment, who by their kindness and gracious manners add 
an appreciative human touch to the doctor-patient re 
lationship, who perform their duties without complaint 
and with an’ intelligent efficiency, and, most of all, 
who seem particularly suited to bear up under the 
changing temperament of the doctor. 1 realize that in 
our offices we are often guilty of failing to express 
our appreciation to you, and yet, like all good medical 
assistants, you are aware of our dependence upon you, 
and that awareness is in itself a measure of the doc 
tor’s tribute to your good offices and loyal services. 
So, in coming before you, may | say a simple ‘* Thanks *’ 
to deeply express our appreciation of what you have 
done for us in the past, and for what you will do for 


us in the future. 


I have noted in a quarter of a century of medical 
practice that doctors’ assistants, those who make a 
career of being a successful assistant, are persons ot 
character and responsibility. You will admit that being 
an assistant to a successful and busy doctor is not an 
easy job. The hours themselves are often long. There 
are the constant contacts with a stream of sick per 
sons, many of whom are dispirited and consequently 
of discouraging effect. The duties of the assistant are 
so widely varied, especially in the small office where 
a single assistant must often be receptionist, telephone 
clerk, medical stenographer, bookkeeper, collector of 
good, bad, and indifferent bills, nurse, trouble-shooter, 
arbitrator, errand boy, housekeeper, and father con 
fessor to many a patient, and be it admitted, often to 
the doctor. On reflection, it is something of a surprise 
that we doctors ever find those valuable assistants who 
are willing to complicate their lives with such an ex 
acting job. To me the entire keynote is tied up in one 
word, loyalty, and I believe it is that loyalty which is 
responsible for the splendid work you do for us. 
Loyalty, and ‘the pride in doing her job well. When 
those corner-stone characteristics are present, the med 
ical assistant will nine times out of 10 be that valuable 


person so indispensable to the medical profession. 


I believe a very good example of your loyalty is em 
bodied in the organization of the Medical Assistants 
Society of Oklahoma. To give of your time and effort 


Presented before the Medical Assistants Society ef Okla 
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to promote and participate im such an organization 
illustrates your desire to attain the highest degree of 
efficiency in your duties and to better yourself through 
the mutual exchange of ideas and information. The net 
result of this must inevitably be better managed offices 
teat-will improve the general quality of medicine, and 
most important, elevate the personal relationship of the 


doctor and patient. 


The President of the organization has given me 
copy of the objectives and the Creed of the Medica 
Assistants Society of Oklahoma. It is a simple, yet a 
expressive statement of what you are striving to do 
The doctor cannot help but be impressed by this Creed 
and perhaps more than a little touched by the expres 
sions of loyalty and respect which he finds there. Thers 
is first the expression of a goal of self-betterment, pe 
haps a selfish motive in one sense, but one which i: 
indispensable to any profession. ‘‘1 strive always t 
become more efficient.’’ Second, there is evidence that 
you are anxious to be corrected in any way that wil 
better your services. ‘*I am ready to give as well as t: 
take,’’ and doesn’t this imply, too, that you have 
mutual obligation to assist your doctor to correct his 
shortcomings, whatever they may be? A third principk 
of your creed reads, *‘I will cooperate universally. fo 
the welfare of our patients,’’ of which I want to speak 
at greater length later, and what I consider to be one 
of the salient points in your objective goals. **I an 
loyal to my doctor in thought, word, and deed,’’ 
wonderful heart-warming expression. That part of. the 
creed which reads, ‘*I am true to myself, my associates 
and my God,’’ is an integral part of the creed of any 
upright person and applicable in any walk of life 
Finally, the closing expression of your creed, ‘*I main 
tain always: ‘Ethies, Faith, Courage, and Kindness.’ ’ 
This is a summation of the basic principles of you 
organization and I think they might well be consider 
ed by you as the cornerstones upon which the Medica 
Assistants Society of Oklahoma is to be built. Witl 
that type of solid foundation, you may build steadily 
to your reputation and character. 


I am hopeful, too, that this organization will not 
content itself with the mere formality of an annua 
meeting or permit this enthusiasm or sincerity of pur 
pose to die. There are tremendous opportunities her 
for real service, both to yourselves and to the docto 
and his patient. With the growing perfection of thi 
organization, you should be in a position to rende 
greater services and to reach towards new goals of en 
deavor. It is my suggestion to every young organiza 
tion that it select a project of positive proportions, 
definite specific project which will show a material ac 
complishment when completed. The unity of the organi 
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ation in working together in the accomplishment of 
ich a project will do much towards the solidification 
nd permanency of your organization. It matters not 
hat your project is, so long as it is representative of 
our ideals and will have a material benefit when com 


leted. 


\ few moments ago I spoke of the doctor-patient 
elationship, and I would like to return to that sub 
ect for a few moments for the particular purpose of 
pressing upon you your own important position in 
hat relationship. As you know, the medical profession 
= in one of the most critical stages in its centures 
o narrow minded as to deny that most of this criticism 
s just, that the medical profession has been negligent 
. its responsibilities in many respects. It is, in large 
easure, the penalty which we are paying for having 
ollowed an outmoded policy of conservatism, and for 
aving relied too much upon the reputation of those 
ne doctors who have preceded us. We have often not 
ealized that we must maintain and build to that rep 
tation, that in failing to do so, the ancient pillars 


umble and throw us into the waters of disrepute. 


The present criticism of the medical profession has 
een in large measure engineered by politically am 
nutlous government job-holders and by politicians who 
ave made political capital out of the shortcomings 
ind deficiencies of our present medical system. The 
igitation for a tax-supported system of state medicine 
as been widespread, and its major point of attack has 
een against the doctors, who have been reviled for 
heir omissions with no reference to the phenomenal 
rogress and accomplishments of medicine under a sys 
em of free enterprise in the last one hundred years. 
Then, too, natural economic factors have operated to 
he disadvantage of medical care, the disproportionate 
listribution of hospitals and doctors, creating a short 
ge in one area and an excess in another. Finally, how 
ver, we come to the heart of the criticism, the patient 
ften complains that the intimate personal reiationship 
ith the doctor is gone. In its place an impersonal at 
tude is alleged to have developed, and the eriticism 
s heard that too little time is given the individual 
atient. The old cry of ‘‘assembly-line medicine’’ is 
eing heard, 


Not all doctors are offenders, but the plain truth is 
hat most of us are too concerned with the scientific 
spects of medicine to give the public relations factor 
ts due importance. We offend, perhaps, without mean 
ng to. Many of us are still carrying a schedule of 
‘ractice comparable to the rushed days of the war, 
vhen a third of our number were overseas with the 
rmed forces. We possibly retain some of these habits 
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of practice which marked the war " Fortunately, 
medicine is now aware of these personal shortcoming 
and of the deficiencies of medical care in many 

Positive measures are being taken correct 


abuses. 


As medical assistants, you can play a vital 
this unified effort of the medical profession to 
the doctor-patient relationship, and often at the 
of only a smile, a word of encouragement, courtesy 
and fair-dealing with the patient at all times. We doe 
tors are asking for your continued help, confident that 


it shall continue to be extended 


Each of us has a definite stake in the fight against 
state medicine. This is just as true as though none of 
us were members of, or connected with the medical 
profession. As citizens of the last stronghold of Demo 
racy, these United States, we are now engaged in a 
fight against ‘‘isms’’ and those forms of government 
whose ideals are contrary to the four freedoms. State 
medicine is a violation of freedom of enterprise. It 
bears with it the sickly taint of a rotten system which 
would enslave and shackel industry and the professions 
to the wheel of socialization. It is as foreign to our 
way of life and the principles of Democracy as are 
the fearful beliefs of Communism. State medicine is 
but the first step, the vital first step, in the master 
plan to make us all servile dependents of the govern 
ment. It will be a disastrous and costly experiment 
if placed into operation. I can tell you now that we 
doctors will never agree to it, will never voluntarily 
participate in it, and if forced into state medicine 
against our will we shall see the system sabotaged in 
short order. 


The point which I want to make is that we again 
rely upon you for help, for the assistance which you, 
as an integral part of medicine, can give in the preser 
vation of American Ideals. I am assured that we shall 
continue to receive that help with the same loyalty 
which has always marked your devotion to the cause 
of medicine. 


In closing my remorks, may I again express the 
wholehearted cooperation of the medical profession with 
the Medical Assistants Society of Oklahoma in attain 
ing its goals, We are in solid support and sympathy 
with your objectives and program of activity, and it 
is our desire to repay you in some way for your 
tremendous contribution to the suecess of medicine in 
this State. Those of you ho initiated this group, and 
who are and will be its |vaders, are to be commended, 
and above all, assured that you are taking a course 
which will result in great personal benefit to you and 
a general all-around improvement in the quality of med 
ical care. 
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1949 bids to be a fateful year in world history. Mankind’s 
attitude toward mankind will be sorely tested and tried. World 
peace and the changing philosophies in our own country will tax 
the statesmanship and clear thinking of our keenest minds. 









It has been said that we are living in an atomic age but more 
particularly do I believe that we are living in an age where the 
formula of the Golden Rule is more applicable than the physicists’ 
theories of world conquest in the scientific field. 












While many of us will not be permitted to engage in the 
conferences concerning national and world wide problems, we do 
nevertheless, have our own responsibilities in our local communi- 
ties and in our state. The Oklahoma legislature will be in session 
by the time this message reaches you. Each of us must be alert to 
the problems of medical care that will be studied by the legislature 
and to do our individual bit in presenting fairly the facts to our 
individual representatives in the legislature. It is my firm con- 
viction that the members of the legislature and the national Con- 
gress value recommendations when given on a factual and im- 
partial basis. 















The problems of your State Medical Association will be in- 
creased during the history making year of 1949 and if your of- 
ficers are to succeed they must have your continued cooperation. 








P. S. Since writing the above the unprecedented action of 
the A. M. A. in levying dues of $25.00 for the year 1949 on every 
active member of the A. M. A. prompts me to urge you to read 
the news of the A. M. A. interim session on page 30 
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AS THE SLEDDER TRUSTS HIS LEAD DOG... 


So does the physician place unhesitating confidence in each 


ethical preparation bearing this familiar name 


f_™ 
WARREN - TEED 
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_ GENERAL NEWS | 














A. M. A. ADOPTS PUBLIC 


RELATIONS PLAN 


BLUE CROSS-BLUE SHIELD 
MERGER DEFEATED 

The A. M. A. through action of its House of Dele 
gates at the Interim Session in St. Louis, November 30 
to December 3, adopted plans for a national relations 
and educational program. The program will be financed 
by an assessment of $25.00 on every active member of 
the A.M.A. for the year 1949. This action was taken 
in accordance with the recommendations of the board 
of trustees. The board recommended that funds be 
raised to provide, in general, for a greatly increase: 
expansion of the present public relations program of 
the Association. The development of a program of edu 
cation for the general publie designed to emphasize the 
advantages to the health of the people which are avail 
able under the present system of the practice of med 
icine was included in the recommendations and action. 

The Washington office of the A.M.A. will be en 
larged and the scope of its activities considerably 
widened. The resolution as passed by the House of 
Delegates did not outline the details of this program 
nor did it specify the manner by which the $25.00 as 
sessment should be collected. These were considered as 
administrative problems to be handled by the board 
vf trustees. Reports from A.M.A. indicate that the 
collection of the newly levied dues will be the respon 
sibility of the state associations. The officers of the 
County Societies will be informed as soon as the plans 
are completed and information is available. 

\t the request of the board of trustees a committee 
of seven members, four from the board and three 
from the house, was appointed for the purpose of de 
veloping the recommended educational and public re 
lations program and guiding its progress. It was 
brought out on the floor of the House of Delegates 
that the success of this program cannot be assured by 
the mere raising of funds will require renewed and 
increased efforts on the part of every county medical 


society and its individual members. 


Blue Cross-Blue Shield Merger 

After long and careful consideration by the special 
reference committee appointed for consideration of the 
nationalization of Blue Cross and Blue Shield and 
organization of a national insurance company, the 
committee recommended to the House of Delegates that 
the A.M.A. approve the organization of a national en- 
rollment agency but that it disapprove the proposal for 
creation of a national imsurance company. The hear 
ings of the committee were most complete, providing 
full opportunity to be heard to both the proponents 
and opponents of the proposals. 

The House of Delegates was in complete sympathy 
with the problem of enrolling national accounts and it 
sanctioned the establishment of a national enrollment 
agency. The action of the house, however, clearly in- 
dicated that the medical profession does not desire 
to enter the national insurance field directly or indi- 
rectly through a national insurance company. 


MEDICAL CARE TERMS 
DEFINED BY COUNCIL 


Because of the confusion that has arisen about the 
meanings of the terms pertaining to medical care pro 
gram the Cotincil on Medical Service of the A.M.A 
has drafted a set of definitions. The following defini 
tions are reprinted for Journal readers and were sul 
mitted to the House of Delegates of the A.M.A. fo 
consideration at the A.M.A, interim Session in St. Louis 

Socialized Medicine—a system of medical administra 


tion by which the government promises or attempts t 
provide for the medical needs of the entire populatio 


or a large part thereof. 

State Medicine—a form of socialized medicine i 
which the government attempts to provide medical ser 
vices directly to the general population front funds es 
tablished by taxation. The physicians become employes 
of the state and medical practice becomes subject t 
the directives of the third party. 

Sickness Insurance—ostensibly a method of transtfe 
ring the economic burden of sickness from the indivi 
ual to the group. Sickness insurance may be voluntar 
or compu.sory. 

Compulsory Sickness Insurance—a system of sicknes 
insurance in which all members of a given group of pe 
sons in a given governmental area are compelled by la 
to contribute to and be enrolled in the scheme. <A) 
compulsory sickness insurance program under direct con 
trol of the state is socialized medicine, insurance pri 
ciples no longer prevail and the compulsory contrib 
tions become a special tax. 

Voluntary Sickness Insurance that system wherel 
individual costs are spread over a period of time by 
group of people who voluntarily band together to pn 
tect themselves against the economic burden of sicknes 
In involves the insurance principle and an organize 
system of payment. It is popularly known as volunta 
prepayment medical care insurance. 

Public Heailth—those arrangements whereby the go 
ernment provides medical services for special groups 
persons and undertakes activities which are concerne 
with the protection of the health of the people as 
whole. Public health is concerned with persons requ 
ing institutionalized care, with those who are war 
of the government, with the indigent, with proper sa 
tation, and with the control and prevention of commu 
cable diseases. 

Health Insurance—used interchangeably with sickne-- 
insurance and usually means the same thing. It may 
voluntary or compulsory, although national health 
surance usually means compulsory sickness insurance. 

Group Medical Practice—is the provision of medi 
service by a number of physicians working in systemat 
association with the joint use of equipment and tech 
cal personnel and with centralized administration a 
financial organization. 

Private Group Clinics-—organizations owned and ma 
aged by one or more physicians offering medical 
vices. Services are usually supplied by a number 
physicians who practice as a group, using joint offi« 
facilities and equipment. The physicians are under t 
supervision of a medical director. 
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Bowel Management 


of the Irritable Colon... 





“As an aid in reestablishing a normal rhythm, the tem- 
porary use of a bland bulk-producer . . . may be bene- 
ficial. ... Patients having irritable colon who believe they 





are suffering from constipation commonly use high-residve 
diets, ... They may not realize that this practice is similar 
to using irritating cathartics or large enemas and often 
increases the tendency to constipation by increasing 
spasm of the colon.”* 


Metamucil is “a bland bulk-producer” which gently 
initiates reflex peristalsis and movement of the 
intestinal contents. The “smoothage” therapy of 
Metamucil encourages a return of the normal func- 
tion of the colon without irritating the mucosa. 


METAMUCI 


is the highly refined mucilloid of Plantago ovata 
ae (50%), a seed of the psyllium group, combined 
requi with dextrose (50%) as a dispersing agent. 
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*Collins, E. N.: The Diagnosis and Treatment of Irritable Colon: Physiologic, Local, 
Irritative and Psychosomatic Factors, M. Clin. North Americo 32:398 (March) 1948 
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THREE MORE PHYSICIANS 
PASS HALF CENTURY MARK 


Fifty years of medical practice is a long time and 
three of the more recent presentations to O.8.M.A. 
members of the gold lapel pin denoting membership 
in the Fifty Year Club chalk up a total of 159 years 
of practice for the trio cf physicians. Walter Hardy, 
M.D. and H. A. Higgins, M.D., both of Ardmore, were 
presented the pins at a special banquet in their honor 
and C. W. Tedrowe, M.D., Woodward (and for many 
years secretary of his county society) is the third of 
the new wearers of the coveted pin. 

Dr. Hardy was the first man in Indian Territory to 
have a medical diploma. He was born in Arkansas 
and on Sept. 27, 1893 he was graduated from medical 
college at St. Louis, Mo. A member of Who’s Who, 
other honors he has received include the plaque pre 
sented to him by the -Masons for 50 years’ member 
ship. He has also received a suitable mark of 
for having had charge of the medical practice at Carter 
Seminary, an Indian School, for 25 years, 


honor 


Among Dr. Hardy’s ‘‘firsts’’ were: the first man 
in Oklahoma to employ an airplane in the service of 
medical practice, the first to build a hospital in southern 
Oklahoma, first to build a radio broadcasting station 
in Ardmore, the first to use motor machinery in trans 
portation for his medical practice in southern Okla 
homa. Dr. Hardy _ first Berwyn and 
Dougherty before coming to Ardmore. In addition to 
his medical education in the United States, he attend 


ed medical institutions in England and Europe. 


practiced in 


Dr. Higgins, in his biographical sketch, says he in 
tends to live in Ardmore the rest of his life but his 
life began thousands of miles from that city in Eng- 
land as he was born Jan. 7, 1874 at Cheltenham in 
Gloucestershire. When he was 18 he decided that Eng 
**too small and quiet, drab and methodical to 
suit his then adventurous nature.’’ Landing in New 
Orleans, he found a man near San Antonio going to 
Indian Territory in wagons so he helped on the farm 
and kept his anatomy textbook between the plow handles. 
He became a naturalized citizen of the United States in 
1907. He entered the University of Arkansas School of 
Medicine in the fall of 1893 and began his practice 
at Glenn, Pickens County, Indian Territory in the 
spring of 1894. Like many of the early day doctors 
he interspersed his medical schooling with practice and 
Dallas Medical college in 1904 with 
an average of 97. Dr. Higgins also received a gold 
medal for the highest average in though 
he says ‘‘I do not know why, as I did not know much 
about nervous diseases then, and still do not.’’ Since 
then he has attended postgraduate courses in Oklahoma 
City, Chicago and Philadelphia. Before moving to Ard 
more, Dr. Higgins practiced in Springer several years 
until 1923 when his home was gutted by fire with none 
of his personal belongings or furnishings saved. 


land was 


graduated from 


neurology 


Dr. Higgins, like Dr. Hardy and other ‘‘fifty year 
doctors,’’ made his first calls on horseback traveling 
across fields and cow trails, swimming creeks on horse- 
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Walter Hardy, M.D., and H. A. Higgins, M.D., bot 
of Ardmore are awarded their 50 year pins at a speci 
banquet in their honor at Ardmore. 
M.D., Oklahoma City, president-elect of the associatio 
made the presentations. 


George Garriso 
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C. W. Tedrowe, M.D., Woodward, receives his 50 Ye 
Pin from George Garrison, M.D., Oklahoma City, pres 
dent-elect of the Association while Mrs. Tedrowe lool 
on. D. B. Ensor, M.D., Alva, is shown on the left. 
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back and caring for the sick with no help, no sanita- 
tion and none of the modern facilities and conveniences 
now available. 


Because he couldn’t swim, Dr. Higgins abandoned 
his former practice of swimming the creeks on horse- 
back with this plan, ‘‘whenever any one on the oppo 
site side of the banks wanted me and the creeks were 
out of their banks,’’ he relates, ‘‘I would cut down 
the biggest pecan tree across the highest banks, and 
| would climb up in the branches and when I got to the 
trunk of the tree, I would ‘coon it’ on my hands and 
}nees. (1 cannot walk a log). A saddled horse would 

waiting on the opposite bank to take me to the 
itient.’’ 

Dr. Higgins reports ‘‘now I am trying my best to 
‘tire from the practice of medicine, but, after prac- 
t cing for over 54 years, it gets in one’s blood and is 

fficult to get out, even though, like the old grey mare, 
tue grey haired doctor can’t take what he used to 

ke, many long years ago.’’ 

Charles W. Tedrowe, M.D., Woodward, who first 
| amg out his shingle in Brahman, Oklahoma in March, 
398, was born May 14, 1872 at Dayton, Ohio. 

While working as assistant general manager for In 
t-rnational Harvester Company, he began his study of 
1 edicine at the School of Medicine in Indianapolis 

burning the midnight oil’’ until 2 a.m. and arising at 
/ am. to carry out his day time work. Saving carfare 
tor lunch money the next day, he walked three miles 
tiree evening a week to take his chemistry lectures. 


His dissecting work was done at night and on Sun- 
cays. One Sunday in the early summer he decided to 
cmtinue his study on the human skull at home, so he 
\ rapped the skull of a negro cadaver in a newspaper, 
and carried it in his hand on the streetcar. In those 
cays gentlemen gave their seat on the streetcar to ladies, 
he reminisces, and during a move on the way the skull 
leeame unwrapped, and rolled in the aisle, causing 
much commotion. His skill in tying surgical knots was 
acquired by tying knots through his wife’s apron while 
she was giving him a quiz on anatomy. 

One of the pioneer Oklahoma physicians, he has 
practiced at Tryon, Shawnee, Cheyenne and Elk City 
before going to Woodward. In Elk City he established 
a modern hospital in partnership with the late V. C. 
Tisdal, M.D. 


Dr. Tedrowe came to Woodward in 1916 and estab- 
lished the Woodward hospital but in April, 1918 he 
enlisted in the army and served overseas for 11 months. 
In 1926 he moved with his family to Enid where he 
helped establish the North Independence Hospital, and 
passing through the depression years, he cancelled off 
nore than $40,000 of unpaid accounts, and came back 
to Woodward to start all over again. 


Going through another war period, he gave all he 
had, his skill, his strength, his youngest son, and is 
still earrying on as a pillar in Oklahoma medicine. 
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PRECEPTORSHIP PROGRAM 
STUDIED BY SCHOOL 


The Alumni Association of the University of Okla- 
homa School of Medicine is studying the possibility 
of establishing a preceptorship program for teaching 
senior medical students. The medical school faculty 
recommended in September, 1948, that preceptorship 
plans be studied for possible adoption by Oklahoma. 


In November, 1948, Dr. Mark R. Everett, dean of 
the medical school, and Dr. William Finch, of Hobart, 
representing the Alumni Association went to Wisconsin 
to study the preceptorship program which has been 
operating there for over 20 years. 

Under the Wisconsin plan the senior year is 48 weeks 
long with a preceptor period of three months. The 
senior student usually spends this time in connection 
with a local hospital under the supervision of his pre 
ceptor. The preceptorships are scattered over the state, 
the purpose being to acquaint the student with general 
practice. Through this plan Wisconsin has been able to 
improve her physician-rural population ratio. 

The results of the Wisconsin survey were reported 
to the Alumni Council of the Alumni Association on 
Dec. 12, 1948. At present the Alumni Association is 
preparing a preceptorship plan for Oklahoma. Their 
plan will be submitted to the faculty for consideration 
early this year. 

Grants Awarded 

Final transfer of the $22,000 from the Noble be 
quest has been made to the School of Medicine. This 
money will be used to equip a special pediatric re 
search laboratory in the Crippled Children’s Hospital. 
The laboratory will be called the William F. Noble 
Memorial Laboratory, and will be under the direction of 
Dr. Henry B. Strenge, assistant professor of pediatrics. 

Two more research grants have been awarded to 
members of the medical school faculty. Dr. Howard C. 
Hopps, professor of Pathology has received $11,602.00 
to finance research on glomerulonephritis; this is a 
renewal of a previous grant. Dr. Arthur A. Hellbaum, 
professor of pharmacology has received a grant of 
$4,795.00 to be used in a study of pituary-gonadal 
relations. 

Appointments Made 

Fourteen new appointments to the medical school fac- 
ulty have been made, These are: Dr. C. Alton Brown, 
clinical ‘ assistant in medicine; Dr. John J. Donnell, 
clinical assistant in medicine; Dr. John Hartwell Dunn, 
clinical assistant in urology; Dr. Louis 8. Frank, in 
structor in pediatrics; Dr, William Thomas Gill, of 
Ada, visiting lecturer in pathology; Dr. George H. 
Guthrey, clinical assistant in psychiatry; Dr. Arthur W. 
Hoyt, of Chickasha, visiting lecturer im pediatrics; Dr. 
Dick H. Huff, clinical assistant in medicine; Dr. Fred 
A. Quenzer, instructor in Surgery; Dr. Harold G. 
Sleeper, clinical assistant in psychiatry and neurology; 
Dr. Ernest M. Tapp, clinical assistant in medicine; Dr. 
Lal. D. Threlkeld, clinical assistant in obstetrics; Miss 
Barbara Wells, instructor in bacteriology and preven 
tive medicine and public health. 





CLASSIFIED ADS 


FOR SALE, Or lease, 20 bed hospital in southwest 
Oxlahoma county seat town. One other hospital, large 
trritory. Write Key A, care of the Journal. 


FOR SALE: Good Aloe and Co. E.E.N.T. steel chair. 
For information write Key H. care of the Journal. 
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STUDIES PUBLIC RELATIONS 
PROGRAM OF O.S.M.A. 


Larry Rember, public relations counsel of the Council 
on Medical Service of the A.M.A. spent November 8 
and 9 in the Executive Office of the Oklahoma State 
Medical Association. He reviewed the Public Relations 
Program of the state medical association which in gen- 
eral he praised very highly. 

Mr. Rember’s visit was of great value since if of- 
fered an opportunity for the officers of the Association 
to exchange at first hand with a representative of the 
A.M.A., many ideas in regard to what the State As- 
sociation is doing in the way of public relations ahd at 
the same time to hear from Mr. Rember report as to 
what is being done by other states and by the A.M.A. 
in the public relations field. 

At a meeting of the Oklahoma City chapter of the 
Medical Service Society of America (composed of de- 
tail men representing pharmaceutical companies) on 
November 8, Mr. Rember spoke on the subject ‘‘ The 
National Health Assembly in Reverse.’’ While in Ok- 
lahoma City it was impressed very forcibly that the 
O.8.M.A. is standing ready and able to enter wihole- 
heartedly into any well thought out and developed plan 
of meeting the threat of socialized medicine which 
may be advanced by the A.M.A. 


DOCTORS’ CLAIM PAYMENTS 
ALMOST EQUAL PATIENTS’ 


Doctors become ill and have accidents just the same 
as their patients, according to records of the Oklahoma 
State Medical Association insurance program. 

Sickness and accident claim payments of $60,707.87 
have been made to Oklahoma physicians by North Amer- 
ican Accident Insurance Company, underwriters of the 
Association sponsored accident and health insurance 
program and an old line stock company organized in 
1886. 

Of this amount payments totalling $31,578.91 have 
been made during the last 12 months. Size of the claim 
payments range from only a few dollars to sums ex- 
ceeding $2,000.00. 

These figures are taken from the annual progress re- 
port on the insurance program made by C. W. Cam- 
eron, southwest division manager of the underwriters, 
to the insurance committee of the association. This 
committee is composed of the following: Chairman, 
John McDonald, M.D., Tulsa; L. Stanley Sell, M.D., 
Oklahoma City; Bryon Cordonnier, M.D., Enid, mem- 
bers. 

During the annual service campaign now in progress, 
special representatives will explain rights and privileges 
to O.S.M.A. members. Members who are now partici- 
pating in the program will have an opportunity to make 
application for increase in coverage, decrease in cover- 
age and other changes such as change of beneficiary, 





ete. 

The insurance committee reports that the insurance 
company underwriting the program has developed a 
companion insurance program known as the Oklahoma 
Medical Association Employees Insurance Program. This 
program is similar to the physicians’ own insurance 
plan and will provide employees with broad coverage 
insurance at low rates. Coverage for the employees will 
include time loss caused by accidents or time loss caused 
by illnesses, accidental death, loss of a hand, foot, eye 
or any two members of the body. It is anticipated that 
employees will welcome the opportunity to participate in 
a program similar to the coverage available for large 
firms with several hundred employees. 
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IMPROVED PLAN FOR 
VETERANS MEDICAL CARE 


Efforts are being made to eliminate the various 
sources of difficulty which arise between the doctors 
of the state and the Veterans Administration in co: 
nection with out-patient treatment for service connecte:| 
veterans. 

When the contract between the Vetrans Administr: 
tion and the Association was entered into, a consultant 
committee from the association was appointed for eaci 
Veterans Administration regional office. Those con- 
mittees are now functioning. It is the responsibility o* 
those committees to review all cases in which there 
a difference of opinion between the local physician an 
the Veterans Administration as to diagnosis or trea 
ment, as well as cases in which there are differenc« 
between the doctor and the V.A. as to fees. 

Under the plan of operation which has been agree 
upon, all such cases will be referred to the consulta: 
committee for its consideration. When, in the opin 
of the committee, the case is such that it should | 
referred back to the doctor concerned, that referr: 
will be made by the committee rather than by the V./. 

It is hoped that this plan will secure the whok 
hearted cooperation of every member of the profe 
sion and at the same time insure that their interest wi 
be fully protected. 


BLUE CROSS-BLUE SHIELD 
COMMENDED BY HAWLEY 


Paul R. Hawley, M.D., of the Allied Medical Ca): 
Plans, speaking before the Oklahoma County Medic: |! 
Society November 5 emphasized the importance « 
voluntary pre-payment medical care plans and especial! 
the Blue Cross and Blue Shield in combating any e 
fort on the part of the government to interfere wit. 
or control medical care. 

He pointed out, however, that it will be necessa: 
for these plans to make provision for insuring pra 
tically all those persons not now eligible if the plans 
are to be used effectively. The growth of the plan», 
which are really in their infancy, has been phenomen: 
but that growth in itself will not be sufficient unless 
their coverage can be further extended, he emphasized. 
He made the point that the increasing clamor fo! 
some kind of governmental control of medicine is in 
part the result of increased costs ef medical care. 
Every doctor knows that the increased costs of medic: 
eare are a result of the scientific advances in medicine 
which are taking place more rapidly every day and 
has been those very advances with increases in costs 
which have produced the need for some system of v« 
untary pre-payment of medical care. 








DO YOU KNOW? 


That, exceeding the 1500 mark, membership in 
the Oklahoma State Medical Association for 1948 
topped all previous records with a total of 1,570 
members reported in time for this Journal dead- 
line, November 30? 

Included in the count are 10 special service or 
full time employee members and 65 honorary, 
life, or associate members. Fully paid members, 
or those not falling in a special category, to- 
taled 1,495. In 1947 the membership was 1,490 
for both fully paid and special service members. 
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= R: only 2 or 3 drops 


a distinguished nasal 
vasoconstrictor 


Prompt, complete relief from nasal congestion and hyper- 
secretion usually results from only 2 or 3 drops of Privine 
hydrochloride 0.05%. Each application provides 2 to 
6 hours of nasal comfort. 


Privine is prepared in an isotonic aqueous solution buf- 
fered to a pH of 6.2 to 6.3. Artificial differences in 
osmotic pressure between solution and epithelium are 
avoided. Thus, stinging and burning usually are absent. 


Privine is generally free of systemic effect. The occa- 
sional sedative effect that may be noted in infants and 
young children is usually due to gross overdosage. Since 
there is no central nervous stimulation, Privine may be 
applied before retiring with no resultant interference 
with restful sleep. 


PRIVINE: 0.05% in 1-ounce dropper buttles and 1-pint bottles; 
0.1% strength reserved for office procedures, in 1-pint bottles only 


Ci 
iha PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PRIVINE (brand of naphazoline )—Trade Mark Reg. U. S. Pat. Off 2/1424M 
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HOSPITAL CONSTRUCTION 
UNDER THE HILL-BURTON ACT 


At the County Officers meeting early this fall one 
of the guest speakers was George D. Kester, construc- 
tion engineer, hospital division, Oklahoma State Depart- 
ment of Health, who spoke on hospital construction 
under the Hill-Burton act. A resume of his speech is 
given below. 

I am taking it for granted that you are all familiar, 
more or less, with the Hill-Burton Construction Act 
and its general provisions. In this paper I will try to 
give you a factual review of the status of the program 
to date in this State. It is now actually in its second 
year of operation with 22 approved projects. 

The Federal-aid allotment to Oklahoma for the year 
1947-48, was $1,640,000. Considering this allotment as 
one-third; we have a total construction fund of $4,920,- 
000, for hospitals of various types, for the first year. 
The amount of federal-aid funds involved in the 22 
projects mentioned above adds up to $1,375,623.70. 
which means $4,223,572.17 in total construction projects. 
Since July 1 of this past fiscal year, the total $1,640,- 
000. has been entirely obligated. This was done by in- 
cluding Comanche county in last year’s construction 
schedule. 

Apparently, due to the showing that Oklahoma has 
made this past year in the construction program, we 
had a slight increase in the allotment of federal funds 
for the year, 1948-49, Allotments to a good many states 
were reduced. We think we will have the first hospital 
in the nation to be started and completed under this 
program. Various types of hospitals on our schedule 
include: 17 general hospitals from 16 to 78 beds; tu- 
bereulosis wards in mental hospitals; and an addition to 
the state laboratory. Included in our schedule are three 
projects for euipment only in which the construction 
had been completed before a reuest was made for as- 
sistance. There are also several remodeling projects 
which will provide more bed space. 

To give you some idea as to the distribution of pro- 
jects between urban and rural areas, the following is 
a list of the projects by location, type and size: 

State Laboratory Addition, Oklahoma City 

Eastern State Hospital, Vinita—30-bed T. B. Ward 

Western State Hospital, Fort Supply—Remodeling for 

bed space 

Central State Hospital, Norman—s0-bed T. B. 

Guymon Municipal Hospital, Guymon—30-bed General 

Kingfisher Community Hospital, Kingfisher—20-bed, 

General 
Choetaw County Memorial Hospital, Hugo—32-bed, 
General 

Nowata Hospital, Inc., Nowata—30-bed, General 

Watonga Municipal Hospital, Watonga—25-bed, Gen- 

eral 

Okeene Municipal Hospital, Okeene—20-bed, General 

Jackson County Memorial Hospital, Altus—55-bed, 

General 
Cushing Municipal Hospital, Cushing—30-bed Addn., 
General 
Stillwater Municipal Hosp., Stillwater,—50-bed Addn. 
Gen. 

Fairfax Municipal Hospital, Fairfax—16-bed, General 

Okarehe Memorial Hospital, Okarche—19-bed, Gen., 
Equipment only 

University Hospitals, Oklahoma City—3%4-bed, Addn., 
Gen. Equipment only 

Sequoyah County Hosp., Sallisaw—24-bed, Gen. Re 


modeling 


January, 1949 


LeFlore County Memorial Hospital, Poteau—-40-bed, 
General 

St. Joseph’s Hospital, Seminole—30-bed, Gen., Addn., 
Remodeling 

Central State Hospital Annex, McAlester—69-bed, 
Gen., Remodeling 

Expand: 

Comanche County Hospital, Lawton—100 bed, Gen 

eral—Nezt Year 

We have had considerable misgivings in this pro- 
gram concerning costs. We think that the Federal-aid 
just about covers the- increase in the cost of construc 
tion over the past three years or since the end of the 
war. The costs of labor and materials are still rising 
and it is impossible to predict when they will stop. 
When this program first started, we were estimating 
hospital construction costs at about $7,000 per bed. 
Then we changed it to $8,000, then to $9,000 and $10, 
000. Now it is thought that some projects will cost 
$11,000 or more. Contracts on our complete building 
projects range from $1390 per square foot to $16.10 
per sq. ft. At this time we are estimating equipment 
at $1,200 per bed. However, the high costs haven't 
stopped some communities from raising their share of 
the funds, like one county which, a short time ago, 
voted a $600,000. bond issue by a six to one vote. One 
of the surprising things of this program is the way in 
which the various communities have so readily raised 
the funds for all these hospitals. I think it is an ex 
cellent indication of the desire and need for better 
hospital facilities. However, another county recently 
voted down a bond issue for hospital construction. 
While we don’t like to see this happen, there have 
been considerably more bonds voted than turned down. 

You will note from the above list of projects that 
most of them are of a comparatively small capacity 
and in the strictly rural areas. These small projects 
have a high priority in- our state plan. A small pro 
ject located in a high priority will be built before a 
larger project in a lower priority, provided that com. 
munity can raise the funds, A given community does 
not lose its priority rating until a hospital is built in 
its area. There will be more of the larger projects with 
lower priority ratings built in the second year and the 
succeeding years. 

Our plans for the future include quarters for stu 
dent nurses, the remodeling of several units of the 
Central State Hospital at Norman, remodeling and ad 
ditions to the State Tuberculosis Hospitals, and as 
sistance to a number of the larger hospitals over the 
state. This does not exclude the smaller communities 
who can participate in the program each year. Just a 
word concerning quarters for student nurses. The ad- 
visory council decided to restrict the Federal participa- 
tion to those hospitals having student nurses training 
schools. This was based on the intent of the construc 
tive program to provide more bed space for patient 
eare. 








KANSAS RULES 
AGAINST OSTEOPATHS 


Osteopaths in Kansas lost a federal court de 
cision in the legal fight to practice surgery and 
medicine in Kansas. A special three-judge federal 
district court denied an application November 16 
for an injunction to block enforcement of the 
Kansas medical practices act. The statute forbids 
osteopaths in Kansas from practicing surgery 
and administering drugs. 
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dietary dub! 


Factories throb to the pound of his inventions—while he sits. Hour 
after silent hour he sits and schemes mechanical schemes or times 
the pace of tiny models. In his spare time? Moves to a rocking 
chair and reads. Has no appetite? Neither do hundreds of others 
whose occupations or pastimes require little physical energy. And 
you could cite many other reasons for inadequate diets—excessive 
smoking, indifference, ignorance, strong likes and dislikes . . . In 
many such cases, your prescription for one or more vitamins 
accompanies your advice on dietary reform. When you prescribe 
an Abbott product, you are assured that your patient will receive 
the full potencies intended. There is an Abbott vitamin product to 
fill every need—for one or a combination of vitamins, for supple- 
mentary or therapeutic levels of dosage, for oral or parenteral 
administration. Your pharmacy will be glad to fill your prescriptions. 
AnspoTtt Laporatories, NortH Cuicaco, ILLiInots 


“Vetannin Products 


Specify: ABBOTT'S 
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OBITUARIES _ 


RALPH V. SMITH. M.D. 
1871-1948 
Ralph V. Smith, M.D., Britton, 
following a heart attack. 


died November 27 

Dr. Smith was graduated from Washington Universi 
ty at St. Louis in 1898 and took postgraduate training 
at various clinics including Chicago, Kansas City and 
the Mayo clinic at Rochester. From 1911 to 1914 he 
was chief of staff at the Methodist hospital at Guthrie 
and also had staff of Hillerest and St. 
John’s Hospitals in Tulsa and Wesley hospital in Okla 
homa City. IY1L to 1915 he 
fessor of surgery at the University of Oklahoma School 
of Medicine. He also practiced in Pryor several years, 


been on the 


Krom was associate pro 


Dr. Smith was an honorary member of the Oklahoma 
State Medical Association and also a past president of 
the Association. He received his 50 year pin at the 
annual meeting in May. He was also secretary of the 
State Board of Medical Examiners from 1915-1918. A 
member of the Kiwanis club at Britton, he was on the 
Guthrie 
organizations in active. He 
in the medical corps during World War I. 


Surviving are his Mrs. 
daughter, Mrs. Harry Frantz, bid; 
L. Ball, Oklahoma City; brother, 
Guthrie, 


city council and school board at among other 


civie which he was was a 


majo. 
Ruth Smith, one 
a sister, Mrs. Maud 
Smith, 


widow, 


and a Sam 


S. C. DAVIS, M.D. 


1868-1948 
S. C. Davis, M.D., Blanchard, died November 16° in 
a Chickasha hospital, He had been in ill health for 
some time, 


Dr. Davis was born in Indian Territory, October 31, 


received his medical education at the Louis 
ville, Ky, School of Medicine and did graduate work in 
Fort Worth. He was a 52 degree Mason 
and a member of the Consistory at MeAlester, a form 


er president of the MeClain County Medical Society, a 


ISGS. He 


Baltimore and 


member of the Methodist church and a member of the 
Board of Stewards and former trustee of the church. 
Surviving are three daughters, two sons, a brother, 


two sisters, 11 grandchildren and two greatgrandchil 


dren, 


GRANT TO SCHOOL 


Among the 37 grants of funds totalling $455,715 


for research in medical and related scientific fields is 
the University of Oklahoma School of Medicine. The 
grants were approved by Surgeon Gen. Leonard <A. 
Scheele of the Public Health Service. The medical 


school was atlotted $11,602 for the investigation of the 


essential nature and pathogenesis of glomerulonephri 
tis. 


HEALTH MEN APPOINTED 


Recently appointed county superintendents of health 
are: J. T. Godfrey, Jr., M.D., Ardmore, Carter County; 
N. H. Cooper, M.D., Ponca City, Kay County; Dwight 
). Pierson, M.D., Mangum, Greer County; and C. L. 
Tefertiller, M.D., Altus, Jackson County, it 
nounced by G, F. Mathews, M_D., 
Health for Oklahoma. 


was an 
Commissioner of 


' 
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BOOK REVIEWS 


INTERN’S MANUAL. Philadelphia, W. B. 


1948. 201 


A. Ma te 
Saunders Co. pages. 


This concise book is filled with much informati ot 
general and specific interest to the intern. Part [ is 
titled 


tion.’ 


‘*Internships and Residencies—General Informa 
Part II tells what to do in the 


and discusses the 


Various eihel 


gencies important laboratory 

Part LII, the indications and dosage of the 
listed. The 
diagnosis and treatment of acute poisoning. Diet and 


nutrition is the sueceeding topic, followed by the se: 


cedures. In 


‘*useful drugs’’ are next section gives the 


tion on physical therapeutic meatures. Legal aspects 
internships are given by the Bureal of Legal Medicine 
a description of the sundry 
Medical A-- 


and lastly there is added 
bodies which comprise the American 
tion. 

Medical 
Council on Phar 


This book was prepared by the Council on 
Education and Hospitals and the 


macy and Chemistry of the American Medical Assovia 


tion, 

The A. M. A. Intern’s Manual should be read betore 
the student begins his practical training and should 
serve as a handy reference and guide throughout his 


hospital experience.—J. W. Morrison, M.D. 
Warren T. Vaughan, M.1)., 
Black, M.D... lalias 


Second Evlition 


PRACTICE OF ALLERGY. 
revised by Harvey 
Mosby 


Richmond, 
St. Louis, C. V. 
1948, 


Company. 


Price $15.00, 


This is a broad clinical treatise 


of allergy in detiled information in its 


covering 
1092 pages that 
is not available elsewhere under one cover. 


It is beautifully illustrated by 319 illustrations 


The text is a second edition of Vaughan’s Practice 
of Allergy which was written some 10 vears az um 
what was one might consider the allergists” iD t 
that time. Dr. Vaughan was preparing the seco edi 
tion when it was interrupted by his untimely) ath 
This work was carried through by his close 
Dr. Harvey Black, who has retained the Vaug 
character and flavor. While adding considera! A 


terial himself, he called in such authorities a= M 0 
C,. Durham, Dr. J. B. Howell and Dr. James H ul 
to write chapters on aerobiology, fungus infecti: ame 
vital capacity respectively, all of which are co lete 
and enlightening. 

The section on the Approach to Physiologie Int re 


tation is excellent and unique and done in a style 


characteristic of Dr. Black. 


There is considerable less space devoted to en 


allergy than there is to pollens, pollenosis and inhalant 
allergy. However, there is no special feature thi- 
text for 


needs of a 


criticism o1 more nearivy meets the 
text 


new 


praise. It 
book in allergy for the 
this broad field. this, it is a 
complex for the medical student and beginner in allerg: 
Johnny A. Blue, M.D. 


spre in st 
Because of little te 


in much of its material. 


VA DOCTORS NEEDED 


One hundred full time doctors are needed by Vet 
erans Administration for 
pitals, it has been announced. Salary 
tween $4,479 and $10,305 annually.- Inquiries 
he addressed to the Chief Medical Director, Veterar 


Administration, Washington 25, D. C. 


duty in its tuberculosis ho- 


scale ranges be 


shoul 
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The Association For The Study of Internal Secretions 
Announces A Postgraduate Assembly in 


ENDOCRINOLOGY 


Oklahoma City, Oklahoma 


The faculty will consist of prominent researchers and clinical 


Skirvin Hotel 


February 21-26, 1949 


endocrinologists in the various 


branches of the medical sciences, gathered from the United States and Canada and will include the 


following: 


Dr. Willard M. Allen, Professor 
and Head, Department of Obstetrics and Gynecol- 
egy, Washington University School of Medicine 


Dr. Edwin B. Astwood 
Research Professor of Medicine 


Tufts College 
Dr. J. S. L. Browne 


Professor of Medicine 


McGill University 


Dr. Edward A. Doisy, Professor 
and Head, Department of Biochemistry 
St. Louis University School of Medicine 


Dr. Roberto Escamilla 
Associate Clinical Professor of Medicine 
University of California Medical School 


Dr. E. C. Hamblen 
Associate Professor of Obstetrics and Gynecology 
Duke University School of Medicine 


Dr. Laurence W. Kinsell 
Associate Clinical Professor of Medicine 
University of California Medical School 


Dr. C. N. H. Long 
Sterling Professor of Physiological Chemistry and 
Dean, Yale University School of Medicine 


Dr. Cyril M. MacBryde 
Asscciate Professor of Clinical Medicine 
Washington University School of Medicine 


Dr. E. Perry McCullagh, Chief 
Dept. of Endocrinology and Metabolism 
Cleveland Clinic 


Dr. Harold L. Mason, Professor 
Physiological Chemistry, Mayo Foundation 
University of Minnesota 


Dr. Warren O. Nelson 
Professor of Anatomy 
Wayne University 


Dr. Edward Rynearson 
Associate Professor of Medicine, Mayo Foundation, 
University of Minnesota 


Dr. Hans Selye 
Professor of Experimental Medicine 
University of Montreal 


Dr. E. Kost Shelton 
Associate Professor of Medicine 
University of Southern California 


Dr. Paul M. Starr 
Clinical Professor of Medicine 
University of Southern California 


Dr. Willard O. Thompson 
Clinical Professor of Medicine 
University of Illinois College of Medicine 


Dr. George Thorn 
Hershey Professor of Physic 
Harvard Medical School 


Dr. Henry H. Turner 
Associate Professor of Medicine 
University of Oklahoma School of Medicine 


Dr. Lawson Wilkins 
Associate Professor of Pediatrics 
Johns Hopkins Hospital 


This course will be a practical one of interest and value to the specialist and those in general 








practice. The program will consist of lectures, clinics and demonstrations. Ample time will be given 
to questions and answers at the end of each session, and registrants are encouraged to contact mem- 
bers of the faculty for individual discussions. 


A fee of $100 will be charged for the entire course and the attendance will be limited to 100. 
REGISTRATION WILL BE IN THE ORDER OF CHECKS RECEIVED AND WILL CLOSE ON FEBRU- 
ARY 1, 1949. Should there be an insufficient number of applicants to fill the course, the registration 
fee will be immediately refunded in its full amount. : 


Please forward application on your letterhead, together with check, payable to The Association 
for the Study of Internal Secretions, to Henry H. Turner, M.D., Chairman of the Postgraduate Com- 
mittee, 1200 North Walker Street, Oklahoma City, Oklahoma, before February 1, 1949. 


Applicants should make reservations directly with hotels of their choice. Some of the better down- 
town hotels in Oklahoma City, listed according to their proximity to the Skirvin are: Skirvin Tower, 
Huckins, Wells-Roberts, Biltmore and Black. 
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HAVE YOU HEARD? 
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E. C. Mohler, M.D., Ponea City, has been elected 
president of the Kiwanis club of that city for the 
coming year. 

L. R. Kirby, M.D., Cherokee, attended the Inter- 
national Medical Assembly in Cleveland, Ohio, and the 
International College of Surgeons in St. Louis. 

Stanley Childers, M.D., who has been associated with 
his father, J. E. Childers, M.D., at Tipton since his 
discharge from the army, will move to Alabama to 
practice soon. 

Malcolm Phelps, M.D., El Reno, who flew his own 
plane to the A.C.P. meeting in San Francisco, reported 
that he never went higher than 10,000 feet and could 
have flown at 7,000 feet. 

W. E. Seba, M.D., Leedey, flew to Oklahoma City 
recently for a reunion with several of his classmates 
at the St. Louis College of Physicians and Surgeons 
from which he graduated in 1905. Meeting in the office 
of Carl Puckett, M.D., Oklahoma City, who was one of 
the classmates, were Dr. Seba, Ralph Jones, M. D., who 
is on the staff at Tinker Field, and Roy Tweedy and 
Walter Tweedy, both of whom are physicians in Illi- 
nois. It was their first ‘‘get together’’ in 43 years. 

E. Halsell Fite, M.D., Muskogee, was elected vice- 
president of the South Central Section of the American 
Urological Association. The district includes Oklahoma, 
Texas, Arkansas, Missouri, Kansas, Nebraska, Colorado, 
New Mexico and the Republic of Mexico. 

V. M. Rutherford, M.D., Midwest City, attended a 
four weeks course of study in traumatic surgery at 
the Cook County Graduate School of Medicine, Chi 
cago. 

J. A. McIntyre, M.D., Enid, spoke on ‘*‘ Newer Trends 
in Medicine’’ at a recent dinner meeting of the Enid 
Business and Professional Women’s club. 


FIFTY PER CENT OF O.S.M.A. 
TAKE POSTGRADUATE COURSE 


With the closing of circuit nine of the postgraduate 
course in gynecology presented by the Oklahoma State 
Medical association in cooperation with the Oklahoma 
State Department of Health and the Commonwealth 
Foundation of New York, figures concerning the course 
have been compiled by the O.S.M.A. postgraduate com- 
mittee. 

A total of 780 physicians enrolled in the course dur- 
ing the two years and 88 per cent was the average 
attendance. J. R. B. Branch, M.D., instructor, gave 
475 private consultations with the physicians enrolled 
in the 45 teaching centers. Approximately one half of 
the O.8.M.A. membership took the course. 


Information concerning the tentative postgraduate 
course in internal medicine will be announced soon by 
the postgraduate committee. It is planned to begin the 
course the first part of 1949. 


Port Johnson, M.D. and Thelma Varian, M.D. Muskogee, 
were guest speakers at a Muskogee P-T-A meeting when 
the theme was ‘‘Foundations for Better Health and 
Physical Fitness.’’ 

E. Stanley Berger, M.D., Lawton, spoke on mental 
hygiene at a Lawton P-T-A- meeting. 

Clyde Kernek, M.D. and Paul Kernek, M.D., Holden 
ville, have opened a new clinic in Holdenville. Open 
house was held November 14. Associated with the Drs. 
Kernek is C. M. Bloss, M. D. 


H. D. Wolfe, M.D., Hugo, chairman of the Choctaw 
county tuberculosis association, spoke to the Lions club 
of that city promoting the Christmas Seal Sale. 


William K. Ishmael, M.D., Oklahoma City, spoke on 
‘*So You Have Arthritis’’ at a general meeting of the 
Ponca City Women’s club recently. 

Feliz M. Adams, jr., M.D., Nowata, discussed social- 
lized medicine before the Nowata Rotary club. Dr. 
Adams is chief of staff of the Nowata hospital. 

Norris Smith, M.D. and E. L. Buford, M.D., Guy 
mon, have announced the near completion of an addition 
to the Smith-Buford clinic. Glenn Hopkins, M.D., and 
Ronald McCoy, M.D., both University of Oklahoma 
School of Medicine graduates, have joined the clinic 
staff. 





Ben H. Nicholson, M.D., was elected president of the 
Oklahoma City Clinical Society. Other officers elected 
include F. Maxey Cooper, M.D., director of clinics; John 
H. Lamb, M.D., vice-president; F. Redding Hood, M.D., 
secretary; and Nesbitt Miller, M.D., treasurer. 

Howard Puckett, M.D., Stillwater, has been certified 
as a specialist in general surgery by the International 
College of Surgeons. 


CRUDE DEATH RATES RELEASED 


According to figures recently released, the crude 
death rate in Oklahoma during 1947 was 707 higher 
than in 1946 when the number was 18,620. For the 
United States, during the first nine months of 1948, it 
was estimated to be 10.0 deaths per 1,000 estimated 
population. The corresponding rate for the same pet 
iod of 1947 was 10.2. 


Crude death rates are affected by a number of fac 
tors in addition to mortality conditions, such as age 
race-sex composition in the population and completeness 
of death registration. Therefore, consideration must be 
given to these factors in comparing crude death rates 
either by state or by year. For example, a comparatively 
high crude rate does not necessarily indicate less favor- 
able mortality conditions. 
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American Board of Obstetrics and Gynecology part 
one written examination and review of case histories 
for all candidates will be held in various cities Friday, 
Feb. 4. Application forms and bulletins are sent upon 
request made to American Board of Obs. and Gyn., 
1015 Highland Building, Pittsburgh 6, Pa. 


International Congress on Rheumatic Diseases will 
hold its first United States meeting at the Waldorf As 
toria in New Yory May 30 to June 3. Host is the 
American Rheumatism Association. 


Eli Lilly and Company announces the appointment of 
George M. Moore as manager of their Oklahoma City 
District. He formerly represented the company in north 
eastern Oklahoma for 10 years. 


National Gastroenterologicel Association announces 
ts annual prize contest with $100 and a certificate of 
merit to be given for the best unpublished contribu 
tion on gastroenterology or allied subjects. For infor 
mation write the National Gastroenterological Associa 
tion, 1819 Broadway, New Yory 25, N. Y. 


American Academy of General Practice. First annual 
cientific assembly, Netherlands Plaza hotel, Cincinnati, 
March 7, 8, 9. 


Oklahoma Academy of General Practice will hold its 
first annual session March 18 and 19 in Shawnee. In 
formation can be obtained from the O.S.M.A. execu 
tive office, 210 Plaza Court, Oklahoma City. 


Oklahoma City Obstetrical and Gynecological Society. 
Oklahoma City, January 14. 


Chicago Medical Society fiftieth annual clinical con- 
ference, Palmer House, March 1, 2, 3, 4. 

Southwest Allergy Forum. El Paso, April 4 and 5, 
1949, 

Oklahoma State Medical Association annual meeting, 
Tulsa, Mayo Hotel, May 15-19. 

Association for the Study of Internal Secretions post- 
vradnate course in endocrinology will be held in Okla- 
homa City February 21-26, Skirvin Hotel. Applications 
with the fee of $100 should be made to Henry: H. Tur- 
er, M.D., Chairman of the Postgraduate Committee, 
200 North Walker Street, Oklahoma City 3, Okla. 


NEW STAFFING METHOD 


A new method of staffing is being inaugurated by 
the Veterans Administration hospitals with the initial 
xperiment to be begun at the VA _ hespital, Grand 
function, Colo. The hospital will have no residents. 
Instead, it will be staffed with men who have com- 
leted their formal residency training and are prepared 
to put in two years of practice in their specialty, under 
upervision of diplomates, This training is necessary as 
art of the requisite for becoming diplomates them- 
~vlves, 
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Because DARICRAFT 


1. is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 

. has an IMPROVED FLAVOR 
. is HOMOGENIZED 

. is STERILIZED 

. is from INSPECTED HERDS 
. is SPECIALLY PROCESSED 
. is UNIFORM 

. will WHIP QUICKLY 
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PRESCRIBED BY MANY DOCTORS 


... You also may want to utilize Daricraft as 
a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOURI 
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Newdigate M. Owensby, M.D., Psychiatrist-in-Chief 
Atlanta Office, 384 Peachtree St. 





One of America’s Fine Institutions... 
Dedicated to the Scientific Treatment 
of Nervous and Mental Disorders... 
...Ina Setting of Inviting Friendliness and Simple Grace. 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA. 
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Inorganic and Organic Chemicals 
Biological Stains - Solutions 
Chemical Indicato:, - Test Papers 
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| Physician and Lub y Supply Houses ! 
i) The COLEMAN & BELL COMPANY, Inc. ji 
| MANUFACTURING CHEMISTS NORWOOD, OHIO, U.S. A. 
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FIFTH CHICAGO MEDICAL SOCIETY ANNUAL 


CLINICAL CONFERENCE 


March 1, 2, 3, 4, 1949 


A scientific program planned to bring information concerning newer devel- 
opments in all fields of medicine and presented by a group of outstanding 


speakers. 


A wide range of scientific exhibits which promise to be of special interest. 
Time given for viewing the well displayed technical exhibits. 


Luncheon round tabes where your questions will be answered. 
MAKE YOUR RESERVATIONS AT THE PALMER HOUSE 














WOODCROFT HOSPITAL 


A modern institution for the scientific care and treatment of those nervously 
and mentally ill, the senile and addicts. 


Pueblo, Colorado 
Phone 84 


Crum Epler, M.D. 
Superintendent 


Write for information 
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